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SALICYLATE © 


(brand of carbazochrome salicylate) 











A drenosem Salicylate has been used prophylac- 

tically and therapeutically in virtually every ampuls, 
) Operative procedure. Case histories have been tablets 
published on its successful use in the following —— 
procedures and conditions: 


Tonsillectomy, adenoidectomy and nasopharynx surgery 1. Bacala, J.C.: The Use of the 
Prostatic, bladder and transurethral surgery Systemic Hemostat, Carbazo- 
Excessive postpartum bleeding and uterine bleeding chrome Salicylate, West J. Surg. 
Thoracic surgery 64:88 (1956). 

Gastrointestinal bleeding 


Also; Idiopathic purpura 
Retinal hemorrhage 
Familial telangiectasia 
Epistaxis 
Hemoptysis Qe Write for comprehensive illustrated 


Hematuria a : 
Pulmonary bleeding brochure describing the action and 


Metrorrhagia and menorrhagia uses of Adrenosem Salicylate. 
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Salmonetia Group A Antigen (Somatic LLIB) 

Saimonetia Group 8 Antigen (Somatic LIV ¥.X3) 

Saimonelic Group C (©; ond Ca) Antigen (Somatic II Wi. ii) 
TETRATHIONATE Saimonelia Group D Antigen (Typhoid 0} (Somatic IEE) 
BRILLIANT GREEN 2c] ae Salmonella Group E (6, & and f) Antigen (Somatic ICID 

, Poratyphoid ; Antigen (Flagetier a) 

‘aratyphod Ant (Fle 4 
SERUM REDEAT AT 8 TO 10 DAY INTERVALS Promina tiss Cc per eriapener a US 
Typhoid 4 Antigen ( Flagelior d) 











LEDERLE WILL SEND YOU 
THIS FREE WALL CHART 
For a wall-size reproduction (18 x 24) of this chart, together with proced- 


ures, techniques and interpretations for the laboratory diagnosis of enteric 


and other febrile diseases, write: 
MEDICAL TECHNOLOGY DEPT. DA-3 


ce=> LEDERLE LABORATORIES DIVISION 
< AMERICAN CYANAMID COMPANY 


- PEARL RIVER. N.Y. 
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The superior penicillin, more dependable than any other 
oral penicillin, and equal to parenteral penicillin in most 


infections. 


now, a complete family of useful oral products: 


Pulvules No. 20, 125 mg., bottles of 50 
Pulvules No. 21, 250 mg., bottles of 24 
Pediatric, 125 (M-125), bottles of 40 and 80 ce. 


Pediatric, 250 (M-250), bottles of 60 cc. 


‘V-Cillin-Sulfa’ (Penicillin V with Triple Sulfas, Lilly), 
Tablets No. 1801 and Pediatric (M-102) 


EL! LILLY AND COMPANY +- INDIANAPOLIS 6, INDIANA, U.S.A. 
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* Cost Per Patient—the ulti- 
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, Y hour of effective treatment. 
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Y 
eur AND THINK a moment about the cost differential that will help you to cut costs of oxygen installations, 


between the amount you pay for oxygen per cubic foot operations, and treatments. We can even assist you in 

and what it actually costs you to render an effective — setting up an efficient bookkeeping system. We can show 

treatment. You'll find that the additional expenses of — you how to avoid accidents. We offer advice in planning 

nurses, orderlies, records clerk, and maintenance and — andinstallinganeflicient storage and distributionsystem. 

storage facilities radically increase the ultimate cost of Oxygen information and practical aid for hospitals a 

oxygen to the hospital. has always been a LINDE service. To find out how you ’ 
LINDE can help you to reduce the over-all cost of oxy- can get the most from your oxygen dollar, just call or 


gen per patient. We can furnish ideas and visual aids write the LINDE office nearest you. 








ew LINDE AIR PRODUCTS COMPANY 








Trode-Mark A Division of Union Carbide and Carbon Corporation 
30 East 42nd Street UCC} New York 17, New York 





In Canada: Linde Air Products Company, Division of Union Carbide Canada Limited, Toronto 


The term ‘‘Linde”™ is a registered trade-mark of Union Carbide and Carbon Corporation, 
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HYDRAXTOR 


LAUNDRY EXTRACTOR RECOMMENDED 
“after strenuous use! 


| 


Yes, HYDRAXTORS serve best where there’s 
need for high production at low cost. They 
save labor, power and linens. Can be installed 
anywhere without foundations or bolting. 
Absolutely vibrationless, noiseless and safe. 
Ask any owner. 


WRITE, WIRE OR 


Tere 
| U 
i ' 

thd ) PHONE FOR 

INFORMATION 


LOW INITIAL COST... (x4 YUU 
LOW UPKEEP - / 
3500 TOUHY AVE., CHICAGO 45, ILL. 
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hospital association metiings 
[ _AREFLECTED, SHOULD BE MAILED To DEP. AM, IW Division, CHICAGO TO 
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NATIONAL HOSPITAL ASSOCIATIONS American Protestant Hospital Associa- 6-9; Los Angeles (Statler Hotel) 

tion—February 27-March 1; Chi- Carolinas-Virginias Hospital Conference 

cago (Palmer House) —April 11-12; Roanoke (Hotel Ro- 
» 


Annual Convention—September 30- Catholic Hospital Association—May 27- anoke) 
October 3; Atlantic City (Hotel 30; Cleveland (Hotel Statler Maryland-District of Columbia-Delaware 
Traymore) Hospital Association—November 18- 

Midyear Conference for Presidents and REGIONAL MEETINGS 20; ia cad D.C. (Shoreham 
Secretaries of State Hospital Asso- Hotel) 
gletlene—February 4-5; Chicago (THROUGH NOVEMBER 1957) Middle Atlantic Hospital Assembly——May 
(Palmer House Association of Western Hospitals 22-24; Atlantic City (Convention 


American Hospital Association 


haohe™ he 


Hall) 

ee aE 2 . Mid-West Hospital Association April 
24-26; Kansas City, Mo (Hotel 
President) 

New England Hospital Assembly— March 
25-27; Boston (Statler Hotel) 

THESE Southeastern Hospital Conference— Apri! 

24-26; Atlanta Atlanta Biltmore 

Hotel 

Tri-State Hospital Assembly—Apri! 29- 
May 2; Chicago (Palmer House 

FEATURES Upper Midwest Hospital Conference 

. May 22-24; Minneapolis (Hotel 

Leamington 


STATE AND PROVINCIAL MEETINGS 


make Alabama Hospital Association——January 


containing HEXACHLOROPHINE (G-11*) 24-25; Montgomery (Whitley Hotel 
Arkansas Hospital Association—-May 23 


25; Little Rock (Marion Hotel) 
Illinois Hospita! Association——December 





the Solution of Choice 


for the Rapid Disinfection of Delicate Instruments 6-7; Springfield (Hotel Abrahom Lit 


WARD * CLINIC * OFFICE se AO _ =“ 

for WAR CLINIC ¢ OFFICE lowa Hospital Association ——Apri! 25-2¢ 

, ; — Des Moines (Hotel Savery) 

Non-corrosive to metallic instruments and keen Kentucky Hospital Association March 

cutting edges. 26-28; Lexington (Hotel Phoenix 

Free from unpleasant or irritating odor. Louisiana Hospital Association March 

28-30; Shreveport (Captain Shreve 

Non-injurious to skin or tissue. A tel) : Sains 

’ Maine Hospital Association——June 
; , ve 2; Rockland (Samoset Hotel 
Non-toxic, non-staining, and stable. 12; Rocklc ; ee 
5 Massachusetts Hospital Association 
Potently effective, even in the presence of soap. May “- Bost n Statler H tel : 
Michigan Hospital Association——June 2 | 
; : 22 C © Island | . 
Economical to use. 22; Mackinac Island Grand H tel 
. pe a New Jersey Hospital Association —May 
Trademark of Sindar Corp. 22-24: Atlantic City Conventi n 

. . ais : Hall) 

In choos B-P CHLOROPHENYL, you avail : ; ae 
choosing : you aval New Mexico Hospital Association 
yourself of a medium free from phenol (car- March 11-13; Albuquerque (Hilton 

bolic acid) or mereury compounds . . . one | Hotel) 

Hospital Association of New York State 

May 22-24; Atlantic City (Hotel 

Sea Ae aes Claridge) 

tubercle bacilli). See chart. | North Dakota Hospital Association 
April 23-24; Grand Forks (Dacotah 
Hotel!) 

Ohio Hospital Association—March 3] - 
April 4; Cleveland (Hotel Cleveland) 

Vegetative Bacteria | 50% Dried Blood | Without Blood Hospital Association of Pennsylvania 

May 22-24; Atlantic City (Convention 

Hall) 

E. coli 15 min 3 min South Carolina Hospital Association 
January 18, Columbia (Wade Hamp 
ton Hotel) 

Tennessee Hospital Association May 
30-June 1; Gatlinburg (Hotel Moun 


No. 300 B-P INSTRUMENT CONTAINER tain View) 
PARKER, WHITE & HEYL, INC. Texas Hospital Association—May | 4-16; 


is suggested for your convenient and effi- 
cient use of BARD-PARKER CHLORO. Danbury, Connecticut | Houston (Shamrock-Hilton Hotel) 
PHENYL. Holds up to 8” instruments, | Wisconsin Hospital Association—March 
17; Milwaukee (Hotel Schroeder) 
(Continued on page 92) 
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highly effective in its rapid destruction of com- 


monly encountered vegetative bacteria (except 





Compare the killing time of this 
superior bactericidal agent 








Staph. aureus 15 min 2 min 











Strept. hemolyticus 15 min 15 sec. 














Ask your dealer 
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Now our floors keep 
their “New Waxed Look” 
for months! 





with a NEW Buffable Synthetic Finish 


POLYMERIC FINISH 


VESTAL + /ncorporated 8 
4963 MANCHESTER AVE., ST. LOUIS 10, MO. 


Personnel responsible for floor maintenance have long 
wished for a floor finish that would hold its initial clear, 
lustrous appearance. They wanted a finish that would be 
strongly resistant to scuffing, scratching and wear. Their wish 
isnowa reality with NEw STYLE. 
Maintenance of STYLE is easy, because it can be buffed and 
maintained as you would a wax finish—or can be maintained 
as a hard-gloss type finish. 
A demonstration of StyLE on your floor will 
convince you; it’s free—just tear out and mail 
coupon, VESTAL, Inc., 4963 Manchester Ave., 
St. Louis 10, Mo. 


Gentlemen: I'd like a free demonstration of your new STYLE 


floor finish. 


Name 
Company 
Address 


City 


try Style -the new floor finish 
that keeps a ‘New Waxed Look”’ 
on your floor...for months! 
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a USP HEXAGHLOROPHENE. 
7 ° Ss e ‘SOAP i “4 








Ss mild, yet gives full USP 


germicidal protection. Made by Armour to provide hospital 


personnel with effeétive protection—without Skin irritation. 


INDUSTRIAL SQAP DEPARTMENT 
© Armour and Company + 1355 West Bist Street * Chicago 9, Illinois 
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President 
Albert W. Snoke, M.D., Grace-New Haven Community Hospital, 


New Haven 4, Conn 

President-Elect 

Tol Terrell, Shannon West Texas Memorial Hospital, San Angelo, 
Tex 

Past President 

Ray E. Brown, University of Chicago Clinics, Chicago 37 

Treasurer 

John N. Hatfield, Passavant Memorial Hospital, Chicago 11 


Secretary 
Edwin L. Crosby, M.D., American Hospital Association, Chicago 10 


Board of Trustees 

Albert W. Snoke, M.D., ex officio, chairman, Grace-New Haven 
o ommunity Hospital, New Haven 4, Conn. 

A. A. Aita, San Antonio Community Hospital, Upland, Calif 

Ray E Brown ex officio, University of Chicago Clinics, Chicago 37 

Abbie E. Dunks, Boston Dispensary, Boston 11 

Edwin L. Harmon, M.D., Grasslands Hospital, Valhalla, N. Y. 

John N. Hatfield, ex officio, Passavant Memorial Hospital, Chi- 
cago 11 

Reid T. Holmes, North Carolina Baptist Hospital, Winston-Salem 


i,m. ©. 

Jack Masur, M.D., assistant surgeon general, Public Health Serv- 
ice, Clinical Center, Bethesda 14, Md 

J. M. McIntyre, Winnipeg Municipal Hospital, Winnipeg, Man. 

William S. McNary, Michigan Hospital Service, Detroit 26 

Rt. Rev. Msgr. George Lewis Smith, diocesan director of hos- 
pitals, Diocese of Charleston, Aiken, S. C. 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Tol Terrell, ex officio, Shannon West Texas Memorial Hospital, 
San Angelo, Tex 


Committee on Coordination of Activities 

Tol Terrell, chairman, Shannon West Texas Memorial Hospital, 
San Angelo, Tex ’ 

Mrs. Frederick N. Blodgett, New England Medical Center, Bos- 
ton 11 

Robert T. Evans, Blue Cross Plan for Hospital Care, Chicago 90 

Stanley A. Ferguson, University Hospitals of Cleveland, Cleve- 
land 6 

Russell A. Nelson, M.D., Johns Hopkins Hospital, Baltimore 5 

Mary C. Schabinger, R.N., DeEtte Harrison Detwiler Memorial 
Hospital, Wauseon 3, Ohio 

Albert W. Snoke, M.D., ex officio, Grace-New Haven Community 
Hospital, New Haven 4, Conn 

Edward K. Warren, Greenwich Hospital, Greenwich, Conn. 

David B. Wilson, M.D., University Hospital, Jackson 5, Miss. 

Lucius R. Wilson, M.D., Episcopal Hospital, Philadelphia 25 


Council on Administrative Practice 
Stanley A. Ferguson, chairman, University Hospitals of Cleveland, 
Cleveland 6 
James P. Dixon, M.D., vice chairman, Department of Public 
Health, Philadelphia 7 
J. Milo Anderson, Strong Memorial Hospital, Rochester 20, N.Y 
Sister Mary Brigh R.N., St. Mary’s Hospital, Rochester, Minn. 
Richard R. Griffith, Delaware Hospital, Wilmington 1, Del. 
Boone Powell, Baylor University Hospital, Dallas 4, Tex. 
Richard T. Viguers, New England Center Hospital, Boston 11 
3. Yaw, Blodgett Memorial Hospital, Grand Rapids 6, 


M.D., Veterans Administration, Washington 25 
Secretary: Richard L. Johnson, 18 E, Division St., Chicago 10 


Council on Association Services 

Mary C. Schabinger, R.N., chairman, DeEtte Harrison Detwiler 
Memorial Hospital, Wi iuseon 3, Ohio 

A. C. McGugan, M.D., vice chairman, University of Alberta Hos- 
pital, Edmonton, Alta 

John A. Dare, Virginia Mason Hospital, Seattle 1 

Pat N. Groner, Baptist Hospital, Pensacola, Fla 

Albert G. Hahn, Protestant Deaconess Hospital, Evansville 10, Ind 

Mrs. Irene McCabe, Missouri Hospital Association, St. Louis 8 

Homer A. Reid, Lovelace Clinic, Albuquerque, N. Mex 

Don ald M. Rosenberger, Maine Medical Center, Portland 4, Maine 

Charles M. Royle, Hospital Association of New York State, Al- 
bany 7, N. Y 

Secretary: Edmond J. Lanigan, 18 E. Division St., Chicago 10 


Blue Cross Commission 

Robert E. Evans, chairman, Blue Cross Plan for Hospital Care, 
Chicago 90 

Charles Garside, vice chairman, Associated Hospital Service of 
New York, New York 16 

D. Lane Tynes, treasurer, Blue Cross Hospital Plan, Inc., Louis- 
ville 2, Ky 

Kenneth B. Babcock, M.D., Joint Commission on Accreditation 
of Hospitals, Chicago 11 

Rt. Rev. Msgr. John W. Barrett, archdiocesan director of hos- 
pitals, Chicago 5 

Joseph O. Burger, Nebraska Blue Cross Hospital Service Associa- 
tion, Omaha 2 

J. Campbell Butler, Group Hospital Service, Inc., Syracuse 2, N.Y. 

Frank F. Dickson, Northwest Hospital Service, Portland 7, Ore 

John R. Hill, Tennessee Hospital Service Association, Chatta- 
nooga 2 


Robert C. Jenkins, Akron Hospital Service, Akron 8, Ohio 


10 


Basil C. MacLean, M.D., commissioner, City of New York Depart- 
_ ment of Hospitals, New York 13 

Walter R. McBee, Group Hospital Service, Dallas 1, Tex 

F. D. MacCharles, Manitoba Hospital Service Association, Winni- 
peg 1 

Stanley H. Saunders, Hospital Service Corporation of Rhode 
Island, Providence 2 

E. A. van Steenwyk, Associated Hospital Service of Philadelphia 
Philadelphia 2 

Director: Richard M. Jones, 425 N. Michigan Ave., Chicago 11 


Council on Government Relations 


Lucius R. Wilson, M.D., chairman, Episcopal Hospital, Philadel- 
phia 25 

J. Douglas Colman, vice chairman, Johns Hopkins Hospital and 
Johns Hopkins University, Baltimore 1 

Ted Bowen, Methodist Hospital, Houston 25, Tex 

Edison Dick, Passavant Memorial Hospital, Chicago 11 

Ritz E. Heerman, Lutheran Hospital Society of Southern Cali- 
fornia, Los Angeles 15 

Edwin B. Peel, Georgia Baptist Hospital, Atlanta 3 

Martin R. Steinberg, M.D., Mount Sinai Hospital, New York 29 

Rt. Rev. Msgr. Charles A. Towell, diocesan director of hospitals 
Covington, Ky. 

bass 5 L. Wilson, Mary Hitchcock Memorial Hospital, Hanover, 


Secretary: Kenneth Williamson, Washington Service Bureau, Mills 
Bldg., 17th St. and Pennsylvania Ave., N.W., Washington 6 


Council on Hospital Auxiliaries 

Mrs. Frederick N. Blodgett, chairman, New England Medical 
Center, Boston 11 

Mrs. George C. Capen, vice chairman, Hartford Hospital, Hart- 
ford 15, Conn. 

— R. Anthis, Muskogee General Hospital, Muskogee, 


a. 
Mrs. Sinton P. Hall, Children’s Hospital, Cincinnati 29 
Mrs. S. Palmer Gaillard Jr., Mobile Infirmary, Mobile 17, Ala 
Mrs. Chester A. Hoover, Santa Monica Hospital, Santa Monica, 
Calif. 
F. Ross Porter, Duke Hospital, Durham, N. C 
Mrs. yy C. Rood, Presbyterian Hospital Center, Albuquerque, 


N. 
Mrs. it ‘Shelton Smith, Duke Hospital, Durham, N. C 
Secretary: Patricia Sussmann, 18 E. Division St., Chicago 10 


Council on Hospital Planning and Plant Operation 

David B. Wilson, M.D., chairman, University Hospital, Jackson 5, 
Miss. 

Ray E. Trussell, M.D., vice chairman, Columbia University School 
of Public Health and Administrative Medicine, New York 32 

Alfred Paul Bay, M.D., Topeka State Hospital, Topeka, Kans. 

Jay W. Collins, Euclid- ‘Glenville Hospital, Euclid 19, Ohio 

Brig. Gen. Elbert DeC oursey, MC, USA, Army Medical Field 
Service School, Fort Sam Houston, Tex. 

Nelson F. Fvans, University Hospital, Little Rock, Ark 

Sidney Liswood, New Mount Sinai Hospital, Toronto 2, Ont. 

Paul J. Spencer, Faulkner Hospital, Boston 30 

R. C. Williams, M.D., State Department of Public Health, Atlanta 


Secretary: Clifford Wolfe, 18 E. Division St., Chicago 10 


Council on Prepayment Plans and Hospital Reimbursement 


maward K. Warren, chairman, Greenwich Hospital, Greenwich, 
onn. 
James M. Daniel, vice chairman, Columbia Hospital of Richland 
County, Columbia Ec. 
. E. Barron, iy SoM Hospital, Pittsburgh 32 
Philip D. Bonnet, M.D. Massachusetts Memorial Hospital, Bos- 
ton 18 
Rt. Rev. Msgr. Edmund J 
pitals, Milwaukee 12 
Ralph J. Hromadka, Santa Monica Hospital, Santa Monica, Calif 
A. C. Kerlikowske, M.D., University Hospital, Ann Arbor, Mich 
Harry J. Mohler, Missouri Pacific Hospital, St. Louis 4 
Harold A. Zealley, Elyria Memorial Hospital, Elyria, Ohio 


Secretary: James R. Neely, 18 E. Division St., Chicago 10 


. Goebel, archdiocesan director of hos- 


Council on Professional Practice 

Russell A. Nelson, M.D., chairman, Johns Hopkins Hospital 
Baltimore 5 

T. Stewart Hamilton, M.D., vice chairman, Hartford Hospital, 
Hartford 15, Conn. 

Hon. re W. Allgood, South Highlands Infirmary, Birmingham 
5, Ala. 

Lawrence J. Bradley, Genessee Hospital, Rochester 7, N.Y. 

George E. Cartmill, Harper Hospital, Detroit 1 

Lloyd H. Gaston, M.D., $c. Luke's Hospital, New York 25 

Karl S. Klicka, M.D., Presbyterian Hospital, Chicago 12 

Edna S. Lepper, R.N., Massachusetts General Hospital, Boston 14 

W. W. Stadel, M.D., San Diego County General Hospital, San 
Diego 3, Calif. 


Secretary: Sarah H. Hardwicke, M.D., 18 E. Division St., Chicago 10 


Executive Staff 


Edwin L. Crosby, M.D., director 
Maurice J. Norby, deputy director 
enneth Williamson, associate director 
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MEDICAL 
MOTION PICTURES 
FOR 
HOSPITAL SHOWINGS 


FROM THE SQUIBB MEDICAL FILM LIBRARY 


Squibb makes available to hospitals—without cost or obligation 
—motion pictures on current therapy and important medical sub- 
jects from its Medical Film Library. These films are of particular 
interest to staff meetings, residents and internes, dieticians, 
nurses and other hospital groups. 

You can obtain a catalog of Squibb Medical Films from your 
Squibb Representative or by writing to us (use coupon). After you 


make your selections, your Squibb Representative will obtain the 


films for you and assist with the arrangements for the showings. 


SQUIBB, 745 FIFTH AVE., NEW YORK 22, N. Y. 

Please send me a catalog of Squibb Medical Films 

Name__— 

‘cacao . : Squibb Quality 


City State The Priceless Ingredient 
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Authority: handle with care 


by J. Martin Myers Jr., M.D. 


J. Martin Myers Jr., M.D., sheds 
light on the problems of authority 
within the hospital framework. He 
urges the rational use of authority. 

Dr. Myers received his medical 
degree from The Johns Hopkins 
School of Medicine, and is current- 
ly executive medical officer of the 
department for mental and ner- 
vous diseases, Pennsylvania Hos- 
pital, Philadelphia. 

He has held the following aca- 
demic posts: instructor in psychia- 
try, The Johns Hopkins School of 
Medicine; assistant professor in 
psychiatry, University of Pennsyl- 
vania Graduate School of Medi- 
cine; instructor, extension school, 
Philadelphia Psychoanalytic Insti- 
tute. 

Dr. Myers is a member of the 
American Medical Association, the 





qutions 


ay 





American Psychiatric Association 
and the American Association for 
the Advancement of Science. 


Hospital construction— 
progress and prospects, 1957 


by John W. Cronin, M.D. 


Assistant Surgeon General John 
W. Cronin has written a sequel to 
his article on national hospital 
construction costs, which appeared 
in the January 1954 issue of this 
Journal. 

Dr. Cronin is chief of the Public 
Health Service’s Bureau of Medi- 
cal Services. His duties include ad- 
ministering the Public Health 
Service hospitals, the Hospital and 
Medical Facilities Survey and Con- 
struction (Hill-Burton) Program, 
the Indian Health Program, the 
Foreign Quarantine Program, and 
the dental and nursing resources 
activities. 

A graduate of Miami University, 





‘““DIACK”’ 


SINCE 1909 


The Little Diack is the sign of 
steam penetration to the cen- 
ter of an autoclaved bundle of 
dressings. 


1847H North Main Street 





There is no substitute for perfect routine and a carefully 
trained autoclave operator—but unless Diacks are used this 
routine may be broken one day and infected patients can be 
the result . . . For 48 years Diacks have been the choice 
of hospital people who know they can achieve proper steri- 
lization of dressings day in and day out only through routine 
use of Diack sterilizer controls. 


Research Laboratory of 


SMITH AND UNDERWOOD 


(Sole manufacturers of Diack Controls and Inform Controls) 


Royal Oak, Michigan 








DR. MYERS DR. CRONIN 


Oxford, Ohio, and the University 
of Cincinnati College of Medicine, 
Dr. Cronin began his PHS career 
as an intern at the Public Health 
Service Hospital, Staten Island, 
N. Y. He had postgraduate train- 
ing in psychiatry at Colorado Psy- 
chopathic Hospital, University of 
Colorado medical school, Denver. 

Dr. Cronin is a fellow of the 
American Psychiatric Association, 
the American College of Surgeons, 
the American Public Health Asso- 
ciation and the American Medical 
Association. 


How we make distributed 
purchasing work 


by Robert A. Anderson 


Robert A. Anderson has been 
superintendent of Wyoming Coun- 
ty Community Hospital, Warsaw, 
N.Y., for the past eight years. Prior 
to this post, he served on the ad- 
ministrative staff of The Johns 
Hopkins Hospital in Baltimore. 

His article describes how 
tributed purchasing functions op- 
erate in Wyoming County Com- 
munity Hospital. In this 117-bed 
institution, department heads, un- 
der central administrative control, 
perform the duties of a specialized 
purchasing agent. 

Mr. Anderson holds a bachelor 
of science degree in journalism 
from the University of Wisconsin 
and a master’s degree in hospital 
administration from Columbia 
University. 

He was engaged in newspaper 
work until 1941, when he entered 
department of the 


dis- 


the medical 
U. S. Army. 

He is a fellow of the American 
College of Hospital Administra- 


tors. 
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Loyal METAL FURNITURE 


PATIENT DOCTOR AND 

ROOM NURSE AREA 
bela ales 4 

RECEPTION AND 


WAITING 
ROOM CAFETERIA 


DORMITORY 


* * * 


FLOOR DESKS * RECOVERY BEDS 
PSYCHIATRIC BEDS *¢ YOUTH AND 
NURSERY BEDS « ADAPTO ALL- 
POSITION BEDS ¢ UNIVERSAL 
SAFETY SIDES * SHELVING AND 
WARDROBES ¢ VERTICAL FILING 


DEALERS AND SHOWROOMS 
COAST-TO-COAST 


JANUARY |, 1957, VOL. 31 


a 


4 


L, look . 


.. puts patients at ease 


Thanks to handsome Royal furniture, today’s 
hospitals can be cheerful, functional, practical - 
definitely conducive to both physical and mental 
well-being of patients, staff, and visitors. 

This, plus efficiency, durability, and low 
maintenance make it wise to choose Royal — the 


furniture of modern hospitals. 


SOSSSHSHSHSSSSHSHSHSSESEEEHEEESESHEHSESESEESHESEEEEEEEEEEEHHEEHEEE 


ROYAL METAL MANUFACTURING CO. 
1 Park Avenue, New York 16, N. Y., Dept. 7-B 


Please send me free Roya/ Hospital Furniture Folders 
information on Roya/ Room-Design Service 


ty, Zone, State 








st mee Lambert - St. Louis Air Terminal 


| Architects: Hellmuth, Yamasaki & 
wpe  Leinweber 



































ia the beautiful functional buildings 
now rising, tomorrow 1s already 
here... and so are tomorrow’s 


floor problems. 


The past 50 years has seen unbelievable progress in the development of new forms, new 
materials, new harmony of design —and the unveiling of new concepts of floor treatment 
which makes the modern functional floor practicable. 

Hillyard, celebrating its 50th Anniversary, pledges significant contributions in 
continuing development of safe, economical floor treatments with proper built-in 
light reflective beauty. Limitless research, farsighted management and a 

nationwide staff of experts in floor treatment will guide Hillyard’s second fifty 
years to new heights of service. Working closely with architects, builders, 
administrators and custodians, we are confident we shall help achieve yet higher stand- 
ards for functional floor use and beauty 

in buildings “Where Tomorrow Begins.” 


HILLYARD CHEMICAL COMPANY 


ST. JOSEPH, MO. 
Passaic, N. J. San Jose, Calif. 


BRANCHES AND WAREHOUSE STOCKS IN PRINCIPAL CITIES 
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sec) Add AUDIO casi 


to your present 





shortly, 
Mrs. Jones 





Executone’s DEPENDABLE Seadion-Wieual 
Nurse Call System Cuts Foot Travel in Half! 


Kasily and quickly added to vour present visual domelight 


system. Executone frequently uses existing conduits o1 Just off the press! 


raceways—providing you with a modern Audio-Visual 


Nurse Call System! All accomplished with no interruption “Better 


of service during installation! 





Patient Care” 


Many hospitals old and new are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. 
More patients are handled with Jess effort, in less time! 
One hospital reports that Executone has reduced operating viheegsi aang clap” ———— 

costs 86 per bed. /t is an int aluable aid in relieving the , sii fe weet ces 


nurse shortage. 


By pressing a bedside button, the patient activates signals at 
three locations—chime and light on nurse’s control station, corri 
dor domelight, buzzer and light on duty stations. The nurse 
presses key to reply Executone’s Call Svstem may be installec 
complete added to existing domelight) systems, or installed 


without domelights 


Lecilone 


HOSPITAL COMMUNICATION SYSTEMS 
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in modern 
anesthesia 
equipment 


NEW McKESSON 
CABINET MODEL 








Supplied with any combination of 
gases now in use. 


@ Equipped with bi-phase flow meters. 


Flow-rate controls mounted on front 
for utmost operating convenience. 


Twin Canister Absorber with 1800- 
gram baralyme capacity. 








Bag-Pressure Gauge shows pressure 
of gases in circuit at all times. 


Direct Oxygen Button for immediate 
oxygen under pressure. Stainless steel top and heavyweight 


Direct Nitrous-Oxide Button for quick steel construction. 


refilling of nitrous bag. Finished in green enamel, trimmed 


Large storage capacity in four lock- with chrome-plated parts. 


ing drawers. Supplied with wide variety of 
accessories, 





For prices, other features 
and full details, 


write for McKesson 
N E W C 4 B N ET “siete Model literature. 
MODEL 











McKESSON APPLIANCE COMPANY TOLEDO 10, OHIO 
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’ SEVEN DIE AT MINNEAPOLIS HOSPITAL 
DURING FIRE—Seven patients died 
and approximately 12 were inca- 
pacitated by smoke poisoning in a 
fire at Doctors Memorial Hospital, 
Minneapolis, on Dec. 23. 

The fire, believed to have started 
from defective wiring in Christmas 
tree lights, was confined to the hos- 
pital’s lobby, but smoke dam- 
age was extensive. Approximately 
$100,000 damage was done to the 
building. It is expected that the 
hospital will be in operation in 
approximately 10 days. 

Patients were moved to Abbott, 
Northwestern, and Minneapolis 
General hospitals. There were 62 
patients in the 120-bed hospital at 
the time of the fire. Doctors Me- 
morial Hospital administrator Al- 
fred G. Stasel praised the hospi- 
tal’s nurses for their work in 
avoiding panic among the patients. 

The 3 a.m. fire burst out so sud- 
denly that the hospital’s switch- 
board and fire alarm system were 
put out of commission before the 
operator could alert the fire de- 
partment or put the hospital’s fire 
evacuation plan into effect. 

The lobby where the fire broke 
out was new and had recently been 
approved by the Fire Prevention 
Bureau of the city fire department. 
Christmas trees were banned from 
after the 


Minneapolis hospitals 


fire. 


7 INDIANA BLUE CROSS-BLUE SHIELD MUST 
PAY TAX: ATTORNEY GENERAL—Bluc 
Cross and Blue Shield in Indiana 
must pay the state a 1 per cent 
gross income tax, Indiana Attorney 


General Edwin K. Steers has 
stated. 

Mutual Hospital Insurance Inc. 
and Mutual Medical Insurance Inc. 
are organized as nonprofit corpora- 
tions and have not been paying the 
tax. 

Mr. Steers’ official opinion stated 
that the companies “are engaged 
in the business of insurance and as 
such they are subject to gross in- 
come tax in the same manner of 
other insurance companies.” 


PPRICE NAMED CHAIRMAN OF JOINT 
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digest of NEWS 





COMMISSION—Dr. Julian P. Price, 
Florence, S. C., has been elected 
chairman of the Joint Commission 
on Accreditation of Hospitals. Dr. 
Price is a trustee of the American 
Medical Associ- 
ation and one of 
the AMA repre- 
sentatives to 
JCAH. 

Dr. Price was 
elected at acom- 
mission meeting 
Dec. 15 to suc- 
ceed Dr. Leroy 
Sloan of Chica- 
go, American 
College of Phy- 
sicians. Named vice chairman was 
Dr. Alexander M. 
dence, R.I., of the American Col- 
lege of Re-elected 
treasurer was Stuart K. Hummel, 
Milwaukee, American Hospital As- 


DR. PRICE 


3urgess, Provi- 


Physicians. 


sociation. 


> MissouRI, OREGON GROUPS MAKE 
LEADERSHIP CHANGES—Ted O. Lloyd 
has been named executive director 
of the Missouri Hospital Associa- 
tion. Mr. Lloyd is presently admin- 
istrator of Phelps Memorial Hos- 
pital, Rolla. 

He was named to the post at a 
meeting on Dec. 15 and is to as- 
sume his new position on Jan. 15. 

Mr. Lloyd is the first full-time 
director of the Missouri program. 
He is succeeding Irene McCabe, 
who has been part-time secretary 
of the association. 

The Missouri Hospital Associa- 
tion will open an office in Jefferson 
City. In sending mail to the as- 
sociation, no street address is nec- 
essary. 
been 


Majeane Werschkul has 


appointed assistant secretary of 
the Oregon Association of Hospi- 
tals. 

Mrs. Werschkul will assume 
many of the duties of the former 
executive secretary of the Oregon 
association, Ralph W. Nelson, who 
left Oregon to become associate 
administrator of Huntington Me- 
morial Hospital, Pasadena, Calif 

Mrs. Werschkul has been assist- 
ing with publicity for the North- 
west Hospital Service, Oregon’s 
Blue Cross Plan, and will continue 
in that capacity. 


> RADIOLOGISTS IN FLORIDA COUNTY 
HOSPITALS MAY BE SALARIED—F lori- 
da’s county hospitals are not prac- 
ticing medicine even though they 
have salaried radiologists on their 
staffs and the county retains fees 
for their services, the state’s at- 
torney general has written in reply 
to a question on the subject. 

Last year Attorney General 
Richard W. Ervin had held that “a 
corporation, whether or not or- 
ganized or operated for profit, may 
not practice medicine and surgery 
in [Florida] directly because of its 
inability as a legal entity to obtain 
a license, nor can it practice in- 
directly by having licensed mem- 
bers of that profession to do the 
actual professional work involved.” 

In his present opinion, Mr. Ervin 
cited passages from the Florida 
statutes defining the practice of 
medicine, the constitution, 
and statutes governing the duties 
of county boards in maintaining 
facilities for indigent care. (De- 
tails p. 82.) 


state 


> HEALTH INSURANCE INADEQUACIES 


PROBED—The existing gaps in 





Worth Quoting 


| “ . . it would seem to make more sense for most municipalities, 
particularly the larger ones, to provide a greater share of the tax 
dollar to voluntary, public-supported institutions to help keep them 
functioning effectively than to embark on costly capital expenditures 
for governmental ones that bring with them mounting annual oper- 
ating costs. It would seem to be more desirable from every economic 
and social viewpoint to develop a better partnership with the voluntary 








hospitals, instead of competing with them .. 
president of the Blue Cross Association, at the American Public Health 


{ssociation convention, Kansas City, Mo., Nov. 15, 1955. 


.’—Dr. Basil C. MacLean, 














health insurance plans have been 
criticized by a joint legislative 
committee of the New York State 
legislature. 


The report spoke unfavorably of 


those companies which will not 
allow conversion from a group pol- 
icy to an individual policy when 
a worker leaves his group. 

The committee report also out- 
lined the group’s disfavor with the 
policies of some health insurance 
firms which will not insure people 
beyond specified age limits. 


“Termination for age helps cre- 





ate the single greatest gap in cov- 
erage and is responsible in part 
for one of the most pressing so- 
cial problems of the day—financ- 
ing of health care for the older 
age groups,” the committee stated. 
A bill to prohibit age limits on 
medical and hospital benefits and 
to compel insurance companies to 
allow individuals to continue their 
benefit rights if they leave an in- 
sured group is being considered by 
the committee. (Details p. 83.) 


7 DISASTER PLAN USED IN BELLEVILLE, ILL., 





Which of these recent fund-raising campaigns 


is closest to your hospital’s need ? 





HOSPITAL 
DIXIE HOSPITAL, Hampton, Virginia 


ST. JOSEPH HOSPITAL, Memphis, Tennessee 

$T. MARY'S HOSPITAL, Kankakee, Iilinois 

BARTOW MEMORIAL HOSPITAL, Bartow, Florida 

FORT PIERCE MEMORIAL HOSPITAL, Fort Pierce, Florida 
ALLEGHENY VALLEY HOSPITAL, Tarentum, Pennsylvania 
PAGE MEMORIAL HOSPITAL, Luray, Virginia 

WINTER HAVEN HOSPITAL, Winter Haven, Florida 


(Second Campaign) 


RAISED 
$1,103,870 
944,177 
912,000 
400,000 
370,913 
167,191 
204,476 
241,866 


In the above list of hospital campaigns recently 
conducted by this firm, note the diversity of amounts 
raised. They are typical examples of the more than 
350 hospital campaigns conducted by this firm. 


We realize that reaching a $200,000 goal for a 
smaller hospital is just as important as attaining a multi- 
million dollar objective for a larger institution. Even 
more important, we realize that each campaign requires 


individual planning. 


This individualized approach combined with the 
broad knowledge of hospital fund-raising developed 
through the years, is your assurance that a campaign 
conducted by this firm will be carried out in the most 
efficient and dignified manner possible. 


Consultations arranged without cost or obligation 





nc OR 





———— ae 


WARD, DRESHMAN & REINHARDT , 


P OR A 


rT\¢ oO 





_——— 





Bureau of Hospital Finance 


30 ROCKEFELLER PLAZA * NEW YORK 20, N. Y. © TELEPHONE CIRCLE 6-1560 


CHARTER MEMBER OF THE AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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TRAIN ACCIDENT—Approximately 50 
of 70 people aboard an I]linois Cen- 
tral Railroad train which over- 
turned in southern Illinois were 
treated at St. Elizabeth’s Hospital, 
Belleville. Of the 50, 22 were hos- 
pitalized at St. Elizabeth’s; 2 died. 

The hospital put its recently de- 
veloped disaster plan into effect 
as soon as police notified the hos- 
pital of the accident which 
curred shortly after midnight of 
Dec. 21. 

Doctors and _ other 
were alerted and reported to the 
hospital. No shortage of supplies 
the 


OoCc=- 


personnel 


or beds was experienced by 
hospital. 





> GOVERNMENT STUDIES HOSPITAL EM- 
PLOYEES’ COMPENSATION— The federal 
government is gathering statistics 
on earnings and supplementary 
benefits of hospital employees in a 
number of American cities. 

Figures concerning employees in 
Portland, Ore., and St. Louis have 
been released thus far. The reports 
on the 2 cities cover both govern- 
mental and nongovernmental hos- 
pitals employing 50 workers o1 
more. 

It was 
eral duty 
earned an average of $66 per week, 
with head nurses and nursing in- 
structors in the area earning $8 
and $8.50 more, respectively. Di- 


"2 


rectors of nursing averaged $113 


found that women 
nurses in St. 


gen- 
Louis 


per week. 

In the Portland 
area, general duty nurses averaged 
$70.50 per week, with head nurses 
averaging $7 more; nursing direc- 


metropolitan 


tors averaged $110. 

Statistics on other categories of 
hospital personnel have also been 
gathered. (Details on p. 84.) 


¥ COMMITTEE ON AGING GIVEN $500,000 
—The Ford Foundation has appro- 
priated $500,000 for the general 
support of the National Committee 
on the Aging of the National So- 
cial Welfare Assembly. 

The announcement was made in 
New York on Dec. 12 by G. War- 
field Hobbs, chairman of the com- 
mittee, at the group’s sixth annual 
meeting. 

Funds are to be used chiefly to 
establish and maintain an informa- 
tion and consultation service for 
organizations engaging in or wish- 
ing to provide or expand services 
to older people. 






HOSPITALS, J.A.H.A. 




















setting new standards 


FITHICON 


sutures 


























A life-saver in polsoning cases 


LINICAL TOXICOLOGY 


OF 
OMMERCIAL PRODUCTS 


MARION GLEASON 
ROBERT GOSSELIN, M.D. 
HAROLD C. HODGE, Ph.D. 


Department of Pharmacology, University of Rochester School of Medicine and Dentistry 


Because it answers the following Guestions: 


What shall I do right away? 
Section |: First Aid and Emergency Treatment 
How deadly is the ingested chemical substance? 
Section Il: Ingredients Index (Over 1000 chemical substances with their tox- 
icity ratings.) 
How shall I treat the patient once I know what he’s taken? 
Section Ill: Therapeutics Index 
What is the follow-up therapy in a given poisoning case? 
Section IV: Supportive Treatment 
What do trade name products contain? 
Section V: Trade Name Index (Toxic ingredients are indicated by an 
asterisk.) 
In general, what do classes of products (i.e., floor waxes, etc.) contain? 
Section VI: General Formulations 
If the label doesn’t tell what's in the product, how can I get in touch with the 
manufacturer ? 
Section Vil: Manufacturers Index 


Approximate price $12.50 (includes supplement) 


v Can you really afford to be without it? v 





THE WILLIAMS & 

EADY FEBRUA ie ' 
WILKINS COMPANY R Y UARY 1957-RESERVE YOUR COPY NOW 
Mt. Royal and Guilford Aves. 


Baltimore 2, Maryland NAME 


Please send me a copy of CLINICAL ADDRESS 
TOXICOLOGY on 10-day approval 
when it is available (about February CITY 
1957). Bill me at that time. 


HOSPITALS—1! -57 
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Brick ice cream 


We are contemplating the purchase 
of a machine to fill cups of ice cream. 
fre there enough advantages to justify 


such a purchase? 


It would be very expensive to 
purchase a machine for filling cups 
of ice cream. You will also prob- 
ably find that cut brick ice cream 
is easier to handle and is much 


more sanitary than the rehandling 
of bulk ice cream.—RUTH M. KAHN 


Patient responsibility 


Can there be more than one attend- 
ing physician per patient responsible 


for physicians orders? 


I believe you will find that it is 
a cardinal rule in medicine that 
only one physician at a time may 
be in charge of a patient. This mat- 
ter is discussed somewhat in the 
“Principles of Medical Ethics,” 
published by the American Medi- 
cal Association, in the section dis- 
cussing proper procedures for con- 
sultations. However, it is quite 
customary, of course, for interns, 
residents or house physicians, to 
leave orders for medications on a 
patient whose care is the responsi- 
bility of a senior attending physi- 
cian. In such instances, the junior 
or house physician is under the 
direction of the attending physi- 
cian and the latter is responsible 
for the over-all management of the 
care of the patient. 

The attending 
may not always be immediately 


physician who 


available, may designate someone 
to act as his alternate and to as- 
sume responsibilities for the pa- 
tient’s care in his absence. 
Another case where more than 
one physician would leave orders 
for a patient would be where there 
is a legal partnership of two or 
more physicians. In such instances 
it is perfectly proper for one of the 
partners to leave orders on anoth- 
providing that the 
formally approved 


er’s patient, 
hospital has 
The answers to these questions should not be con 


strued as being legal advice. Hospitals with legal 


problems are advised to consult their own attorneys. 
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such an arrangement. Even then, 
it is desirable for purposes of med- 
ical record completion, final diag- 
nosis and so that a nurse or intern 
may have clear information as to 
whom to turn to for assistance, 
that one of the partners be for- 
mally designated as the attending 
physician for any particular case, 
even though another partner may 
take over in his absence. 

—SARAH H, HARDWICKE, M.D. 


Nursing school funds 


fre there any federal funds avail- 
able for the operation of schools of 


nursing? 


There are no federal funds avail- 
able for this purpose. Funds for 
construction of nursing school fa- 
cilities and housing for student 
nurses are available through the 
Hill-Burton federal grant-in-aid 
program. 

In legislation passed in the last 
Congress, federal funds are avail- 
able for graduate training of nurse 
educators, administrators and su- 
pervisors. Detailed information as 
to the present availability of funds 
can be obtained by writing: Mrs. 
Lucile P. Leone, chief nurse officer, 
Public Health Service, Department 
of Health, Education, and Welfare, 
Washington, D.C. These funds are, 
of course, of indirect, at least, fi- 
nancial assistance to _ hospitals. 
Further funds were made available 
for training practical nurse person- 
nel, and the training costs involved 
in the preparation of such person- 
nel benefit hospitals toward new 
schools of nursing as such. 

—KENNETH WILLIAMSON 


Emergency immunities 


Does a hospital have any protection 
in emergency situations when patients 
must be moved for their own safety 
to make room for critically ill patients, 
or for relocating the hospital? 


The Committee to Revise Model 
Bylaws, Rules and Regulations for 
the Medical Staff, a committee of 
the AHA’s Council on Professional 
Practice, has suggested that medi- 


cal staff bylaws carry, in their rules 
and regulations section, a para- 
graph similar to the following: 
“Medical Staff Disaster Assign- 
ments. All physicians shall be as- 
signed to posts, either in the hos- 
pital, or in the auxiliary hospital, 
or in mobile casualty stations and 
it is their responsibility to report 
to their assigned stations. No physi- 
cian will perform any duties other 
than those assigned. The chief of 
the (disaster emergency) medical 
and surgical services in the hos- 
pital and the administrator of the 
hospital will work as a team to 
coordinate activities and directions. 
In cases of evacuation of patients 
from one section of the hospital to 
another or evacuation from hospi- 
tal premises, the chief of the medi- 
cal and surgical services during 
the disaster will authorize the 
movement of patients by direction 
of the administrator of the hospi- 
tal and the chief of medical and 
surgical services. All policies con- 
cerning patient care will be a joint 
responsibility of the chief of the 
medical and surgical services and 
the administrator of the hospital 
and in their absence the deputy 
chief and alternate in administra- 
tion are next in line of authority 
respectively. All physicians on the 
medical staff of the hospital speci- 
fically agree to relinquish direction 
of the professional care of their 
patients, service and private, to the 
chief of the (disaster emergency) 
medical and surgical services in 
cases of such emergency.” 
SARAH H. HARDWICKE, M.D 


Patient’s ledger forms 


Do you have sample patient’s ledger 
forms in your library which we could 


borrow? 


Recently, all institutional mem- 
bers of the American Hospital As- 
sociation were mailed a copy of 
the new manual, Bookkeeping 
Procedures and Business Practices 
for Small Hospitals. In Chapter 3, 
pp. 37-53, you will find suitable il- 
lustrations of the forms in which 
you are interested.—HELEN YAST 
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the urine-sugar test with the standardized, 
laboratory-controlled color scale 


e full color calibration for the urine-sugar spectrum 
@ easily read, firmly established blue-to-orange scale 


e sharp color distinction between readings 


AMES COMPANY, INC - ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 


05656 
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Ruark views challenged 


TO THE EDITOR 
Dear Sir: 

I think the Association’s action 
in connection with the recent Rob- 
ert Ruark incident, as outlined in 
your memorandum of Oct. 19, 1956, 
is to be commended. 

My public relations director 
looked into the matter with the 
Boston Traveler, which publishes 
Ruark’s column. He tells me that 
the newspaper received, and is still 
receiving, a tremendous amount of 
mail from both hospital and other 
people condemning the Ruark ar- 
ticles. The enclosed editorial (see 
right) may be of interest in this 
connection.—RICHARD T. VIGUERS, 
administrator, Pratt Diagnostic 
Clinic, New England Center Hos- 
pital, Boston. 


Blue Cross forerunners 


TO THE EDITOR 
Dear Sir: 

Concerning your notice of the 
death of Dr. J. F. Kimball, Hos- 
PITALS, JOURNAL OF THE AMERICAN 
MOSPITAL ASSOCIATION, of October 
16, you state that he was the 
“Founder of Blue Cross Forerun- 
ner.’ We believe this is erroneous 
because the Baylor Plan covered 
only one group, the teachers, and 
was for the benefit of the one hos- 
pital and its staff. 

Dr. Franz Goldman in his book, 
Voluntary Medical Care Insurance 
in the U.S., speaking of the Baylor 
experiment says, “similar plans 
had been established before in var- 
ious communities, such as Rock- 
ford, Ill. (1912), Grinnell, Iowa 
(1921), and Brattleboro, Vt. 
(1927).” 

According to published require- 
ments of the Blue Cross Commis- 
sion, all plans must be nonprofit, 
community-wide, with free access 
to all accredited physicians, etc. 
Baylor was none of these, except 
possibly being nonprofit as a uni- 
versity hospital. Neither did they 
have free choice of hospital. 

On the other hand, your own 
magazine, TRUSTEE, stated, “Sutter 
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‘We Disagree, Mr. Ruark 





“From time to time this newspaper 
takes issue with the views, opinions 
and theories written by some of our 
syndicated columnists. 

“We just don’t go along all the 
time with all they write about. 

“The Boston Traveler now takes 
sharp issue with Robert C. Ruark over 
his venom-loaded articles on hospi- 
tals. 

“We resent the smart, flippant, 
ugly, insulting hurled at 
nurses, doctors and all hospital per- 
sonnel mentioned in Ruark’s columns. 

“We take off our hats to hospitals 
in which this area abounds. 

“We salute the courageous doc- 
tors, the untiring nurses, the interns, 
the loyal orderlies and all the others 
in the hospital world. 

“If there were no such dedicated 
workers our sick would have a rough, 
hard time to beat their ills.’“—Boston 
Traveler, Oct. 16, 1956. 

(This editorial is one of many writ- 


ten comments received by the Associ- 
ation in response to Robert Ruark’s 


remarks 


recent disparaging comments about 
hospitals and hospital care.—The Edi- 
tors.) 





Hospital of Sacramento, Calif., of- 
fered the first city-wide plan in 
1932.’ Without looking up the ref- 
erence, we believe this was in the 
April 1948, issue. 

Blue Cross and Medical Service 


Plans, published by the Public 
Health Service, August 1947, 
states, “the first city-wide plan 
was that offered by the hospitals 
of Sacramento, Calif.” 

Health Insurance Plans in the 
U.S., report of the Committee on 
Labor and Public Welfare, U.S. 
Senate, May 17, 1951, corroborates 
by saying, “large scale growth of 
medical care insurance really be- 
gan with the organization of the 
Blue Cross plans for insurance 
against costs of hospital care in 
1932.” The plan, later known as 
Intercoast Hospitalization Insur- 
ance Association, was the only 
one formed that year, and later in- 


corporated in 1936. There was no 
other nonprofit, community-wide 
plan with free choice of physician 
or hospital formed before that. 
For credit where credit is due.— 
R. D. BRISBANE, Nevada City, Calif. 


Recovery room planning 


TO THE EDITOR 
Dear Sir: 

In “Accreditation Problems,” 
October 16, it was stated that a re- 
covery room was not necessary in a 
hospital of less than 50 beds. 

When this 40-bed hospital was 
running a census of 25, we fond 
a 2-bed recovery room to be -- 
tremely valuable. As part of our 
present expansion to 65 beds, we 
are developing a 4-bed critical care 
area. This will have room for six 
recovery stretchers. This central- 
izes the equipment, supplies and 
personnel caring for these patients 
during this period. It is also an 
ace-in-the-hole in case of serious 
accident, etc. We have put non- 
critical patients in the hall before 
using this space. 

In the small hospital this critical 
care area should be adjacent to a 
nursing station and away from 
public traffic areas. It can cost al- 
most nothing to develop. 

We found that relatives are easi- 
er to control and that the public 
appreciates such a service as well. 

From my experience I would 
strongly advise a recovery room 
type of service for any hospital. 
FREDERICK C. SAGE, administrator, 
Jackson County Public Hospital, 
Maquoketa, Iowa. 


Mr. Sage presents a good case, al- 
though he has misinterpreted our own 
statement a little bit. We did say that 
in hospitals of less than 50 beds a recov- 
ery room was not a necessary or man- 
datory requirement, because we feel 
that it is luxury and small hospitals 
could easily spend the money neces- 
sary for a recovery room, for some 
other facility of more importance. 
However, if it is possible for them to 
have one, it is a splendid addition and 
we heartily commend them for it.— 
KENNETH B. BABCOCK, M.D., direc- 
tor, Joint Commission on Accreditation 


of Hospitals. 
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“The new post-op in 24 kept complaining 
of pain all night.... 


I hardly had time for anything else...’ 


> 


To assure relief from severe postoperative or 
traumatic pain—and minimize demands on personnel— 
Levo-Dromoran offers these advantages: 


1. The most potent narcotic presently 
available, natural or synthetic; 


2. More prolonged analgesic effect 
(from 6 to as much as 8 hours); 


3. Less likely to cause constipation or nausea; 


And 4. It is effective orally as well as parenterally. 


LEVO-DROMORAN ‘cue 


Tartrate 


Levo-Dromoran® —brand of levorphan 
Hoffmann-La Roche Inc * Nutley * New Jersey 
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editorial notes 


—air conditioning 

The phrase “air conditioning” is 
now a part of our language. It is 
commonly understood to mean 
summer cooling. 

But to hospitals especially, air 
conditioning means far more than 
providing an island of chill com- 
fort in a steaming world. 

This broader and more proper 
definition of the term is used by 
Richard C. Gaulin, 
cussion of air conditioning begins 
on page 43 of this issue of HOS- 
PITALS, JOURNAL OF THE AMERICAN 
HOSPITAL ASSOCIATION. Mr. Gaulin 


whose dis- 


points out that in his discussion, 
the term refers to the simultane- 
ous control of temperature, humid- 
itv, movement and cleanliness of 
air regardless of the season. 

It is well to be cool in the sum- 
mer and warm in the winter. It is 
have 


also well at all times to 


a properly humidified operating 
room. It is also well at all times to 
take steps against airborne infec- 
tions. 

Air conditioning is thus a prob- 


lem for all hospitals. 
—selective cycle menus 

Hospital food service is of vital 
importance to the patient. Not only 
is food an integral part of patient 
care but it is one of the key factors 
in patient relations. 

Food service is of vital impor- 
tance also to hospital management. 
More than one fifth of the hospital 
dollar is earmarked for the dietary 
department. Trimming the food 
budget at the expense of patient 
care or of patient relationship is 
false economy. 
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A food service method which 
meets the primary objectives in 
the most economical fashion is the 
goal of all. In this, the first issue 
of our Journal for 1957, we begin 
a new feature which we hope will 
help all hospitals make progress 
toward that goal. 

The new feature is the selective 
cycle menu, the first of which is 
published on page 69. 

The selective feature brings to 
the patient the desirable factor of 
personal choice, with an additional 
dividend of reduction of waste in 
many instances. 

The cycle facet puts menu writ- 
ing on a quarterly rather than a 
weekly basis, the benefits here be- 
ing in sounder planning and in 
time economies. Each cycle con- 
tains three weeks of menus, the 
menus to be repeated after 21 days 
until the next quarterly cycle. We 
shall 
each season, spring, summer, fall 


publish a cycle menu for 


and winter, and for each region 
(Midwest, South-Southwest, East 
and North-Northwest). This re- 
gionalization will thus take into 
account local food likes and dis- 
likes and local market conditions 

The menu can be used for all pa- 
tients because one of the choices 
is appropriate for those on modi- 
fied diets. 

As the menus are prepared for 
publication, the special problems 
of the smaller hospital without the 
fulltime services of a hospital dieti- 
tian will be borne in mind. Substi- 
tutions of more costly or more 
time-consuming items can be made 
easily by those who wish to do so. 

The first of the menus is the 


spring menu for hospitals in the 
Midwest. 
other three regions will be pub- 
lished in January 16, February 1 
We shall 
begin publication of the summe1 
menus in our April 1 issue, allow- 
ing every hospital at least 14 days 
to tailor the menus to fit their own 


Spring menus for the 


and February 16 issues. 


needs 

The Association will include also, 
as part of this new menu service, 
a market order for perishables for 
each week’s menu. A _ storeroom 
standard list of those supplies 
which should be on hand at the 
beginning of each three-week cycle 
appears on page 73. Reprints of 
this list will be available from As- 


sociation headquarters. 


—construction prospects 


The Hill-Burton construction 
program has been called perhaps 
the finest piece of health legislation 
enacted by the Congress since 
World War II. It has stimulated 
hospital construction in areas of 
greatest need. It has enabled the 
nation to reduce the disparity be- 
tween hospital facilities needed 
and hospital facilities available 

The cost of this program has 
been high but not excessive, re- 
ports Assistant Surgeon General 
John W. Cronin, who assesses con- 
struction prospects for this year 
in his article on page 28. Although 
the cost will continue to climb in 
1957, writes Dr. Cronin, “the rise 
in Hill-Burton hospital construc- 
tion costs has been somewhat less 
than the general rise in construc- 
tion cost.” 
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Postwar progress in hospital con- 
struction in the United States was re- 
viewed three years ago by Dr. Cronin 
in this Journal (January 1954, p. 53). 
This 1957 review brings that appraisal 
up to date. It takes into account recent 
trends, extending earlier data series, 
listing net gains in the postwar period, 
and present shortages. Finally, this re- 
view summarizes recent new influences 
on construction volume and discusses 
the resulting outlook for 1957. 


io NATIONAL volume of hospi- 
tal construction reached an all- 
time high of $900 million in 1951, 
after a five-year climb from war- 
time levels below $200 million. The 
total for all hospital construction 
then settled back during the last 

John W. Cronin, M.D., is chief, Bureau 
of Medical Services, Public Health Serv- 


ice, Department of Health, Education, and 
Welfare 
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hospital construction 
—progress and prospects, 1957 


by JOHN W. CRONIN, M.D. 


four years to an annual level 
slightly below $700 million. The 
1951 peak corresponded with a 
high level of federal hospital con- 
struction and with the peak activ- 
ity of federally-aided construction 
under the Hill-Burton Hospital 
Survey and Construction Program. 
Both of these components of the 
total volume have declined stead- 
ily since 1951, while the national 
level of public and private con- 
struction without federal assist- 
ance has remained fairly steady, 
except for a 1953 slump. Volume 
of construction put in place (as 
compiled by the Department of 
Labor) is summarized in Table 1 
and Chart 1. The amounts shown 
represent work covered by con- 
struction contracts only. The total 
value of the new facilities provided 


would be increased by about 10 to 
12 per cent, if costs of land, archi- 
tectural and engineering services, 
and equipment were included. 

In the course of administering 
the Hill- 3urton program the Pub- 
lic Health Service gathered a con- 
siderable volume of information on 
direct construction costs and their 
fluctuations. Many variable factors 
materialize in the final costs of in- 
dividual projects, since each is de- 
signed for different types of med- 
ical care for different climatic 
conditions, with regional differ- 
ences in wage levels, and with a 
variable intensity of competition. 
The average project cost per 
square foot for direct construction 
contracts on 500 new general hos- 
pital Hill-Burton projects’ on 
which awards were made from 
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1948 through 1956 appears in 
Table 2. This table shows a gen- 
eral rise in costs after 1950. Large 
projects average a somewhat high- 
er unit cost than small ones. This 
difference generally results from 
more comprehensive services be- 
ing planned. 

In recent years the rise in Hill- 
Burton hospital construction costs 
has been somewhat less than the 
general rise in construction cost 
(Chart 1). In this chart an index 
of construction costs is shown for 
the two kinds of construction. It 
is based on the average of costs for 
the years 1947-49, when prices 
were relatively stable before the 
Korean conflict. 

The total gain in acceptable hos- 
pital beds since 1948 for all cate- 
gories of use combined amounts to 
253,000 beds, according to state in- 
ventories reported to the Public 
Health Service under the Hill- 
Burton program as of July 1, 1956. 
For the same period the net reduc- 
tion in remaining needs amounts to 
only 65,000 beds, according to 
standards applied in these inven- 
tories for the long-range programs 
of the This remarkable 
spread between actual construction 
and the net inroad on the backlog 
of unmet need arises from (1) the 
continued high rate of population 
increase since World War II, and 
(2) the mounting obsolescence and 
extensive expenditures required to 
replace inadequate facilities with- 
out net gain in beds. Current in- 
ventories and net gains from 1948 
are summarized in Table 3. In this 
connection it may be noted that a 
special study for the fiscal year 
1951 (made possible by rationing 
of steel, aluminum, and copper 
during the Korean crisis) showed 
that 28 per cent of all new con- 
struction involved remodeling or 
replacement, without any net ad- 
dition of bed capacity. This pro- 
portion of the annual volume is 
considered normal. The data in 
Table 3 indicates that 60 per cent 
of the increase in acceptable beds 
since 1948 has been in general hos- 
pitals. Nationally, both general 
hospitals and tuberculosis facilities 
now have three-fourths of the total 
beds needed. Mental hospitals, on 
the contrary, have made no net 
advance, percentagewise, in total 
need met; because of population 
growth their additional need is 


states. 
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now 51,000 beds greater than in 
1948. 
The 
struction 
under the 
has been substantial. 
ance has averaged about one-third 
of the cost of projects aided. On 
June 30, 1956, federal 
constituted a total program 
135,000 additional beds, or double 
the net reductiois in bed shortages 
since the beginning of the program. 
This point indicates that without 
Hill-Burton the nation 
would have made no net gain, per- 
centagewise, in reducing its short- 
age of all facilities combined. 
Congress extended the scope of 
the original Hill-Burton program 


of hospital 
from federal assistance 
Hill-Burton program 
This assist- 


stimulus con- 


assistance 


of 


assistance 


in 1954 to assist financially in the 
construction of the following cate- 
and treatment 
centers ambulatory patients, 
chronic hospitals, nursing 
homes providing skilled care for 
patients not needing full hospital 
services, and rehabilitation facili- 
ties. Table 3 summarizes the first 
inventory of skilled nursing homes. 
This summary shows that we now 


gories: diagnostic 
for 


care 


have only about one-half of the 
nursing home beds needed and that 
nearly one-half of these existing 
beds are not acceptable according 
to state of health 
safety. 

The facilities presently available 
and additional needs for outpatient 
care for ambulatory patients and 


standards and 


table 1—value of all U.S. hospital construction 





CALENDAR YEAR | 
total 


| | 
|: 922 | 
| 170 
195 
349 
679 
840 
947 
867 
682 
702 
680 
640 
775 


22 
21 
30 
98 
169 
146 
132 
113 
66 
35 
20 
35 
35 


1956 Prob. 
1957 Est. 


Source: Labor Dept. 


federal |- : 
| total | without federal aid|with federal aid 


| 251 | 
| 510 | 
| 694 
| 815 
| 754 | 


| 
| 
| 


1945-1957 


| 605 
| 740 | 





VALUE OF CONSTRUCTION PLACED—=millions 





nonfederal 


100 | 
149 | 
165 


100 
149 
165 
242 
386 
466 
569 
532 
434° 
534 
559 
478 
545 


616 
667 
660 | 


table 2—Hill-Burton construction costs for new 


PROJECT 
AWARDS 


CALENDAR | | 
| INCLUDED | 


YEAR all 


1948 
1949 
1950 
1951 
1952 
1953 
1954 
1955 
1956 


91 
179 | 
62 | 
31 
26 
28 
30 
42 | 
mW | 
| 


20.6 
21.4 
26.0 
25.9 
24.4 
23.3 
25.5 
23.9 


Source: Div. of Hospital and Medical Facilities, PHS 


| 


| 
| 
} 
} 
| 
| 


| 


projects | beds | beds 


| $20.7 | $19.7 


general hospitals 1948-1956 


| AVERAGE CONSTRUCTION COST—dollars per sq. ft. 


26-50 | 51-100lover 100 
beds | beds 


1-25 


$19.9 | $20.9 
18.5 | 20.0 | 22.0 
20.3 | 20.9 | 22.9 

29.0 


23.9 | 23.6 | 
25.7 | 
| 


| $22.1 
| 21.9 
21.7 
27.6 
26.6 
24.6 
28.6 
25.3 


27.6 | 23.6 

22.9 | 25.1 | 24.2 
23.1 | 23.5 | 23.1 
23.1 | 25.4 | 26.5 | 
21.1 | 24.1 | 25.4 | 


Department of Health, Education, ond Welfare 








local public health services, as 
Hill-Burton inventories 


1956, are as follows: 


hown in 
on July 1, 


Units for Outpatient Care 

Tota Existing Addit 

Need Units Need 
4,221 1,879 2,542 
2,319 806 1,513 
2,102 1,073 1,029 


Public Health Centers 
Primary 
Auxiliary 

Diagnostic and Treat 
ment Centers 

Rehabilitation Facili 
ties 229 28 201 


4,884 3,147 1,737 


Remaining shortages of hospital 
facilities are unevenly distributed 
among the principal regions of the 
Total need in all 
categories combined is 50 per cent 


country. unmet 
greater in the southern states than 
State- 
wide figures for general hospitals, 
that the earlier 
remaining need 


in the northeastern states. 


however, show 
high levels of this 
in those states with lowest income 
through the con- 
Hill-Burton as- 
concentration in 


is disappearing, 
effect of 
and its 


tinulng 
sistance 
such states. There are entire hospi- 


regions within states 


tal service 
W 
i 


lich sti!l have only limited facil- 
ities, as compared to the general 
pattern. This is even more true of 
al hospital service areas. We 
with no ac- 
ceptable facilities, containing a 


population of 2.8 million. About 25 


stil! have 160 areas 


million people live in areas which 


provide less than 50 per cent of 
their general hospital needs. 

For 1957, new construction of 
hospital and medical facilities will 
be subject to several influences of 
recent development that cannot be 
measured precisely, although the 
direction of their influence can be 
identified. Basic economic condi- 
tions are considered sound, tend- 
ing toward a sustained construction 
program. The increased federal as- 
sistance for hospital construction 
through appropriations of 1955, 
1956, and 1957, will tend to in- 
crease the volume of federally- 
aided construction substantially, 
above recent levels. The total al- 
lotment of $123.8 million for 1957 
is nearly double the 1954 allotment 
of $65 million. 

From operating experience, a lag 
of more than 12 months exists from 
the date of appropriation until the 
actual volume of construction is 
affected. Accordingly, an increase 
in federally-aided construction 
anticipated generally 
1957 followed by a 
continuing rise in 1958. Monthly 
reports of construction without 
federal aid have risen steadily dur- 
ing the second half of 1956, against 
seasonal trends, indicating an up- 
ward swing in 1957 over 1956. 


may be 
throughout 


table 3—U.S. facilities for inpatient care, 1956 


and net increase, 1948-1956 





BEDS FOR INPATIENT CARE—thousands 


CATEGORY total 


need 


| 
total! | acceptable 


existing beds 


addi- 
—| tional 


non- beds 
| acceptable | needed 


CURRENT FACILITIES, July 1, 1956 


2,351 

1,956 
723 
810 
112 Note 
311 
395 


ALL INPATIENTS 

HOSPITALS 
General 
Mental 
Tuberculosis 
Chronic 

NURSING HOMES 


1,450 
1,282 | 
616 | 
522 
96 


218 | 


264 1,124 
1,121 843 
544 179 


| 450 360 


1,236 


85 | | 34 
268 
280 


48 | 42 
|; 115 


| 
| 
i 


NET INCREASE SINCE JAN. 1, 1948 


HOSPITALS 179 | 
General 70 
Mental 120 
Tuberculosis |— 44 Note 
Chronic 


NURSING HOMES 


| 
| 
| 
| 


| 
| 


265 
147 


2s3 | 12 | —<65 
156 | — 9 

69 25 

13| — 2 

4] - 


Not available 


94. | 
12 | 
13 | 





Note: Columns and rows do not add, since acceptable beds exceed need in some States 


Source: Hill-Burton State Hospital Plans 


The program for hospital grants 
announced by the Ford Foundation 
early in 1956 totals $200 million. 
Some 3,500 nonprofit hospitals are 
eligible. These grants are avail- 
able for improved services, addi- 
tional staffing, and research, in ad- 
dition to new construction. Some 
upward effect on private construc- 
tion will accrue in 1957 from these 
grants. Competition from other 
construction programs, for exam- 
ple, the major national program 
of highway construction and the 
probable increase in school con- 
struction, may have some retarding 
effect on hospital building because 
of material shortages. Careful de- 
sign and the use of alternate 
materials should this 
effect. It is too early to anticipate 
any effect of possible new levels 
in these types of building on the 
1957 volume of hospital work. 

The net effect of new influences 
on the construction outlook for 
1957 is in the direction of a sub- 
stantial increase. Independent esti- 
mates from two sources suggest a 
level of $775 million in direct con- 
struction 1957, as 
pared with a probable level of 
$640 million for 1956. Such a level 
represents a 23 per cent increase 
in one year and a climb of nearly 
one-half of the distance to the 1951 
peak from the 1956 level. 

In the last analysis, under a sta- 
ble economy, the level of new con- 


minimize 


costs for com- 


struction will be the result of ac- 
tive demand, based on increased 
understanding of the significance 
of health individuals 
and the nation. Hospital construc- 
tion now constitutes only about 3 
per cent of all new building con- 
struction in the country. Recent 
studies show that a level three 
times the present volume would 
have to be undertaken on a sus- 
tained for the next decade, 
after the necessary stepping-up 
period, in order to eliminate all 
present shortages and keep up 
with new population growth and 
obsolescence. Such a goal by 1970 
raises major problems of willing- 
ness to spend on the necessary 
scale. Any marked advance to- 
ward acquiring adequate facilities 
essential to the protection and the 
our national 


services to 


basis 


improvement of 
health requires that the facts relat- 
ing to this goal must be constantly 
set forth. . 
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by RAY E. BROWN 


7 DISCUSS THE professional 
relations of the hospital is in a 
very real sense to discuss the hos- 
pital itself. The professional ac- 
tivities that occur within the hos- 
pital are the sole reason for the 
hospital’s existence. The sum of 
those activities represents hospi- 
talization to the patient and to the 
public. Any attempt to define a 
hospital a omething separate 
from the professional practices of 
which it is constituted is as arti- 
ficial as an attempt to define a uni- 
versity as something separate from 
its faculty 

(Cont 


haypited lpeofes sional YMMONI 


The two papers presented here were read at the 58th annual convention of the American 
Hospital Association in Chicago, in September 1956 


AS PRESIDENT OF the America! 
l Medical Association, a 


member of the Joint Commi 
on Accreditation of Hospital 


as a practicing family doctor, I 


ssion 


ana 


have a sincere interest in the fu- 
ture of patient care in hospitals 
and of professional relations be- 
tween hospitals and physician 

I therefore welcome this oppor- 
tunity to discuss with you two 
important problems continuing 
good patient care and_ hospital- 
physician relations 

I am sure it is cleat 
you that I would be less 
frank if I did not say that 
medical profession is concerned 

(Continued o7 xt page) 

Dwight H. Murray, MI »f Napa 


is president 


sociatior 


he 
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and vitally interested in the at- 
tempts by certain hospitals, direct 
or indirect, to inject themselves 
in our opinion improperly—into 
the practice of medicine. 

Our recent and continuing ex- 
periences with the federal govern- 
ment have made us particularly 
sensitive to any action which we 
feel would result in further regi- 
mentation of the medical profes- 
sion or in a deterioration in the 
quality of medical care that the 
public is entitled to receive. We 
know physicians in other parts of 
the world have learned through 
bitter experience that integrity, 
incentive and initiative in medical 
practice can succumb to domina- 
tion and regulation, by government 
or other groups and organizations. 

Our fears of hospital control of 
medical practice are based on the 
belief that (1) it cannot possibly 
serve the best interests of the pa- 
tients and (2) it will restrict or 
destroy the professional freedom 
and independence of the physician 
to practice the science and art of 
healing. 

Our opposition to the actual em- 
ployment and/or exploitation of 


physicians by hospitals does not 
rest on a financial or an economic 
basis. We are not opposing this 
encroachment just to be in opposi- 


tion. Our purpose is to maintain 
the proper physician-patient rela- 
tionship which is so sacred and 
traditional, and to retain the neces- 
sary professional freedom which is 
so inherent in the practice of medi- 
cine in the United States. 

Perhaps more than anything else 
this physician-patient relationship 
is the foundation for all good medi- 
cal care. Change it, impair it or 
destroy it by any encroachment of 
a third party, and medical care in 
this country will suffer a major, 
if not a catastrophic, setback. 

Patients confide in their phy- 
sician; they trust him, and they 
place their very lives in his care. 
The physician consequently owes 
his entire allegiance and service to 
the patient. If he is not free, he 
must serve his third party ‘‘mast- 
er” first and his patient second. 

I say that this question of the 
employment of physicians—sur- 
geons, obstetricians, radiologists, 
pathologists, anesthesiologists or 
any other specialist—by the hos- 
pital is not merely a question of 
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who is going to get remunerated by 
the patient. It involves the patient 
and his personalized care by the 
physician of his choosing who is 
directly responsible to him. 

I realize that this problem of 
the control of the practice of medi- 
cine is not a new one. It has been 
with us as far back as the Middle 
Ages when monastic medicine held 
reign over the hospitals and the 
practice of medicine. But clerical 
dominance over medicine then was 
only temporary, for it was soon 
challenged and the monastic in- 
firmaries were quick to ally them- 
selves with the increasing number 
of distinguished lay physicians of 
that era. 

The turn away at that time from 
control of medicine by the opera- 
tors of the hospitals was good 
for the patients and for the prac- 
titioners of medicine. Today the 
problem of encroachment on the 
practice of medicine has arisen 
again in many areas. There is un- 
likely to be any quick and easy 
solution to the problem. This we 
have learned by our past dealings 
with the issue. Neither can we ex- 
pect complete agreement in all 
cases in the future. 

I do believe that we all have 
come to realize that the best, long- 
lasting solutions come at the local 
level with complaints being consid- 
ered and ironed out within the 
hospital at the staff level. When 
we have departed from this course, 
the results usually have not been 
good for either side. 

Traditionally, physicians and 
hospital administrators have been 
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(Continued from page 31) 

The modern hospital represents 
the community’s efforts to bring 
together the various professional 
skills required in modern medical 
care and to place at their disposal 
the highly trained technical per- 
sonnel and expensive equipment 
upon which that care is increas- 
ingly dependent. The community 
is willing to provide the funds be- 
cause it believes that this is the 
only way it can secure complete 
and coordinated medical care. The 
community realizes that the march 


able to settle their controversies 
successfully and equitably in meet- 
ings and conferences. Intrapro- 
fessional disputes do not lend 
themselves readily to judicial de- 
termination. Even in the “Iowa 
Case” the judge recognized this 
when he said: “It is the opinion 
of the Court that the furnishing 
of proper pathology and x-ray 
services to the patients in the hos- 
pitals can be worked out on the 
local level and within the law.” 

I sincerely believe that litigation 
and legislation should not be nec- 
essary to deal with the internal 
differences that arise between men 
who have proved by their achieve- 
ments that they are dedicated 
members of the medical care team. 
I hope that we will not in the fu- 
ture use the courts to resolve our 
differences. 

Both the medical staff of the 
hospital and the governing body of 
the hospital have the privilege of 
cooperating in the provision of the 
best possible patient care. It is cer- 
tainly a joint responsibility. 

To me it is the staff’s responsi- 
bility—indeed its most important 
responsibility—to provide profes- 
sional care of the patients. And 
the performance of this duty to all 
patients, including emergency and 
indigent cases, justifies the exist- 
ence of the staff. 

While the physician must have 
full authority to provide medical 
care to these patients, he must 
abide by the policies laid down by 
the medical staff as a whole and 
he must insure the effective opera- 

(Continued on page 95) 


of medicine has long since out- 
stripped the contents of the doc- 
tor’s black bag and the facilities 
of his office. For this reason the 
members of the community have 
been willing to pool their resources 
in order to obtain the medical 
services that the individual phy- 
sician could no longer provide, and 
in order to efficiently utilize all the 
professional skills which now make 
up medical care. The concept of 
the modern hospital is one of in- 
stitutional synthesis of bringing 
together all the components of 
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medical care which cannot be pro- 
vided by the individual physician 
or patient. 

It is the matter of institutional 
synthesis that presents the most 
difficult 
relations within the hospital. These 
are problems confined almost to- 
tally to what is described as hos- 
pital-physician There 
are, of course, many other profes- 
sional problems, such as shortage 
of certain professional personnel, 
problems of professional education 


problems of professional 


relations. 


and training, and redefinitions of 
professional assignments. Those are 


not primarily problems of relations 


and do not have the same complex 
nature as do the 
problems of hospital-physician 
relations. The other 
within the hospital do not have the 
long traditions of fee-for-service, 
of individual entrepreneurship, 
and of self-sufficiency in the prac- 
tice of their More 
important, the physician relation- 
ship is different because it is the 
physician vital 
responsibility for direction of the 
total medical care of the individual 


and involved 


professions 


profession. 


who carries the 


patient. 
TWO BIG ISSUES 


If one examines closely the dif- 
ferences that have arisen between 
hospitals and physicians during the 
emergence of the modern hospital, 
it seems apparent that those differ- 
ences are superficial to the basic 
issues which underlie the relation- 
ship. Most of the differences can be 
related to two issues. One of these 
has to do with the insecurity of 
the physician who must now de- 
pend upon 
own and upon personnel he does 
not employ. Modern medicine has 
removed his self-sufficiency and 
made his career and reputation de- 
pendent upon the right of hospital 
privileges. The second issue is the 
fear of any circumstances that 
might restrict his right to profes- 
sional freedom in the practice of 
his profession. Both of these issues 
are legitimate and must have first 
attention if the differences which 
grow out of them are to be fully 
resolved. The failure to stick with 
the basic issues has not only pro- 
duced unnecessary frictions but 
has handicapped important de- 
velopments in the health field, such 
as prepayment coverage, medical 


facilities he does not 
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education and hospital accredita- 
tion. Among other things it has 
led into the bewildering attempt to 
define what constitutes 
the practice of medicine. Such a 
definition is unnecessary if every- 


precisely 


one accepts the logical fact that 
any procedure requiring the unique 
skills and unique knowledge of 
the doctor is obviously the practice 
of medicine. The definition is like- 
wise immaterial if one admits the 
equally obvious fact that a hospital 
is a conglomerate of several lic- 
ensed professions, all engaged in 
institutional practice incidental to 
the purpose for which the com- 
munity provided the funds and 
created the hospital. 
The differences that 
ceived wide publicity, such as the 
contractual relationship between 
hospitals and the full-time phy- 
are in fact symp- 


have re- 


siclan-specialist, 
toms of the two basic issues. Un- 
derlying about those two 
issues has taken the energy and 
time that should have been spent 
studying and further strengthening 


the medical staff organization as a 


worry 


mechanism to satisfy those issues. 
Changes in the pattern by which 
medical care is distributed are in- 
evitable and it will be far more 
profitable to have those come or- 
derly and well conceived. Hospitals 
and physicians should determine 
the limits which must be recog- 
nized and evaluate all changes ac- 
cordingly. On the part of the 
hospital these are: 

1. The responsibility to provide 
the community with as complete 
and integrated an_ institutional 
medical care program as the re- 
sources of the community permit. 

2. A responsibility to maintain 
the highest possible level of patient 
care and to assure that all care will 
at least meet minimum standards. 

3. A 


patient care as effectively and eco- 


responsibility to provide 
nomically as possible and to mini- 
mize the burden of hospital care on 
the individual. 

On the part of the 
these are: 

1. A duty to protect his profes- 
the right to in- 
dependent medical decisions. This 
is what the university faculties 
call academic freedom and which 


physician 


sional integrity 


the faculties have successfully de- 
fended. 
2. The 


privilege to utilize the 


community’s hospital facilities 
within the limitations of his train- 
ing and in keeping with acceptable 
professional conduct. 

3. The 
fessional competency and conduct 
medical peers 


right to have his pro- 


determined by his 
and to participate in decisions af- 
fecting professional practices with- 
in the hospital 


PROBLEM OF ADJUSTMENT 


If hospitals and physicians can 
agree on some such set of criteria 
by which to measure their rela- 
tions, the problems currently ef- 
fecting those relations will yield to 
harmonious solution. This does not 
mean that all problems will for- 
ever disappear. It is inevitable 
that a relationship so intimate and 
so important to both groups will 
produce situations of misunder- 
standing and even of misconduct 
It is just as inevitable that the re- 
lationship is going to become even 
more intimate. There is no reason 
however, to view with alarm, 01 
dismay, the fact that problems of 
professional relations have devel- 
oped within the modern hospital 
They are problems of adjustment 
to rapid change. The modern hos- 
pital is as young as the century in 

Most of the 
make up the 


which we now live 


professions which 
modern hospital reach back much 
One of the 


characteristics of any true profes- 


further into history 


sion is that it respects its traditions 
and weighs carefully any efforts 
toward change. In many ways the 
adjustments have been surprisingly 
fast when one considers the host of 
scientific and economic develop- 
ments that have effected the distri- 
bution of medical care in very 
recent years 

The solution itself is much more 
important than the rate of solu- 
tion. Solutions that are forced by 
recourse to courts, by economic 
pressures, or by professional boy- 
It will not be 
hospitals 


establish 


cott cannot survive 
in the best interest of 
nor the 


patterns of relationships that will 


professions to 
not stand the test of proper and 
efficient patient care. The modern 
hospital is a community institution 
and in the long run the community 
will not be satisfied with anything 
less than the best possible patient 
care, the most economical patient 


care. s 


33 











the 


Ford 


grants 


a year later 


\,N DECEMBER 5, the vountary 
ease hospitals of Arizona 
joined in a unanimous “thank-you” 
to the Ford Foundation 

The “thank-you” note, delivered 
by Guy Hanner, president of the 
Arizona Hospital Association, to 
H. Rowan Gaither, 
the Foundation board, was perhaps 
the most elaborate since the Foun- 


chairman of 


dation announced its $200 million 
hospital grant program just a yeal 
earlier. But it is only one of thou- 
sands received during the past yeai 
by the Foundation 

Arizona’s way of saying thanks 
(see opposite page) was to put to- 
booklet, 


of western-size dimensions, con- 


gether a calfskin-bound 


taining a note and a 


thank-you from each of the recipi- 


progress 


ent hospitals 


USE GRANTS AS SEED MONEY 

The Arizona reports told in cap- 
sule the story related in other ways 
by hospitals throughout the nation: 
that the grants had been used as 
“seed money” to stimulate a greater 
harvest of hospital service than the 
grants alone could produce. 

A complete report on the utiliza- 
tion of the grants will not be pos- 
sible for many months. Only one 
half of the grant has been paid. 
The other half will be paid during 
the coming year. And, even a year 
later, not all the 


decisions as to 
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how to spend the full grants have 
been made. 

3ut the progress reports already 
on file at the Ford Foundation of- 
fices do show that over and over 
again, the unexpected grant proved 
to be a stimulus to trustees and 
communities alike to invest far 
more than the grant itself in hos- 
pital service. 

One southern hospital, for ex- 
ample, had pondered over a half- 
million-dollar fund drive for 
months and months. The 
wondered whether, in a city with 


board 


an unusually well-endowed hospi- 
tal, the citizens would support the 
drive for an expansion of anothe1 
hospital. 
Then the Foundation grant an- 
This, as the 
erased all 


nouncement arrived 
administrator put it, 
doubts. The campaign was launched 
and was promptly successful. 

A New York administrator told 
the Foundation: ‘“‘The grant came 
just in time to bring the fund- 
raising campaign to a head. In 
other words, people became en- 
couraged to go ahead because of 
the grant.” 

Another reported: ‘You will note 
that the proposed expenditures are 
approximately double the amount 
of the grant. It is our intention to 
use hospital funds to make up this 
difference. One of the greatest bene- 
fits of the grant is that it has stim- 





something we 


ulated us to do 
thought we could never do.” 

From Texas: ‘“‘The very gener- 
ous grant was the stimulus to our 
governing board to undertake a 
building rehabilitation and mod- 
ernization program which will cost 
10 times the grant.” 

From Ohio: ‘“‘We expect to go in 
debt (for new central supply room, 
new boiler room) somewhere be- 
tween $10,000 and $15,000, but the 
grant encouraged us to do so. The 
improvements will certainly jus- 
tify the expenditures.”’ 

Even an incomplete check of the 
progress notes (a three-month re- 
port was one of the terms of the 
indicates the tremendous 
projects 


grant) 
spread in the 
undertaken with the unprecedented 


types of 


philanthropic gift. 

Some areas of improvement of 
service received emphasis all across 
the country. 

Emergency lighting as a disaste1 
preparedness necessity was high on 
the priority list of many hospitals. 
One Oregon hospital wrote: ‘Dis- 
aster planning has become a press- 
ing item in the hospital field 
We need an expanded emergency 


unit.” 


PAVE WAY FOR ACCREDITATION 


The goal of accreditation has 
been reached by some because of 
the grants and is nearer to others. 

From Wisconsin: ‘‘We have em- 
ployed a medical records librarian 
and we have now requested a pre- 
liminary check to determine what 
other things we must do to get 
accreditation.” 

A North Dakota hospital put in 
an automatic sprinkler system, ad- 
ditional equipment in several de- 
partments “to help us be approved 
by the Accreditation commission.” 

From South Dakota: “We are 
now able to proceed with our build- 
ing program which will aid in our 
meeting the requirements of the 
Joint Commission.” 

A Tennessee hospital improved 
its medical records and was sur- 
“We 
are very happy to be able to in- 
this hospital 


veyed a few months later: 


form you that 
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received full accreditation. With- 
out this improvement in medical 
records we could never have been 
accredited and we could not have 
reorganized and improved our 
medical records department as we 
did without the Ford grant.” 
Elimination of fire hazards 
through enclosing stairwells, build- 
ing fire walls, installing fire doors 
and sprinkler systems crops up 
frequently in the reports. 


PURCHASE X-RAY EQUIPMENT 


Purchase of equipment, with 
emphasis on x-ray, was perhaps 
the most frequently mentioned 
item. From New York: “This 
(x-ray) machine has been in use 
for about three weeks and the ex- 
tended service that it has already 
provided this area has gone be- 
yond the fondest hopes of our 
board, because it has enabled us 
to use the services of two top- 
ranking radiologists and has ex- 
panded the usefulness of our local 
doctors.” 

Education and personnel needs 
weren't ignored. One hospital in 
North Carolina is developing a 
nursing course in cooperation with 
a nearby college. A hospital in Ohio 
invested in classroom facilities fo 
auxiliary nursing personnel: “We 
have felt for a long time that the 
proper training of auxiliary nurs- 
ing personnel was, in a measure, 
as important as an adequate train- 
ing of professiona! nurses.”’ 

The need for such things as an 
OR light was emphasized in an 
Arizona report: “We were doing 
majors and minors with a small 
light. I wish you could hear the 
expressions of gratitude as the 
staff uses our new light.” 

Also from Arizona came a final 
compliment to the Foundation: 

“You paid a great compliment 
to hospital management by the 
almost unlimited freedom allowed 
it . . . Through careful and judi- 
clous use of these funds, hospital 
management hopes to be worthy of 
this trust. You have done a great 
and magnanimous deed which will 
live long in the heart of the hospi- 


tal world.” s 
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GUY HANNER (left), president of Arizona Hospital Association, presents 
“‘thank-you"’ note to H. Rowan Gaither, chairman of Ford Foundation board 
Arizona’s ‘thank-you’ volume to the Ford Foundation also gave a 
picture of the grant expenditures in that state. Here is how the 
hospitals plan to spend the money 
Marcus J. Lawrence Memorial, Cottonwood: $15,700 for 
pharmacy, OR and delivery room equipment 
Flagstaff: $10,000 for x-ray equipment 
Sage Memorial, Ganado: $31,200 for installing fire sprinkler sys- 
tem, other equipment. 
Hoemako Cooperative, Casa Grande: $11,900 to refurnish semi 
private room and add needed equipment 
St. Joseph's, Nogales: $12,000 to building fund for new 50-bed 
hospital. 
Good Samaritan, Phoenix: $150,200 to building fund for 75-bed 
geriatric unit. 
John C. Lincoln, Phoenix: $10,000 to building fund for new wing 
Memorial, Phoenix: $79,100 to building fund for expansion. 
St. Joseph’s, Phoenix: $187,600 to building fund for nurses home; 
also personnel training and research. 
St. Luke’s, Phoenix: $41,600 to building fund for heart and chest 
diagnostic and treatment center 
Prescott Community: $16,500 to building fund for 13-bed ad 
dition. 
Southside District, Mesa: $47,700 to building fund for expansion 
White Mountain, Springerville: $10,000 for surgical equipment 
Arizona State Elks, Tucson: $15,100 for equipment, capital im 
provements 
Comstock Children’s, Tucson: $17,500 to remodel south wing 
and build new laundry room. 
St. Luke’s in the Desert, Tucson: $10,800 for major remodeling 
Tucson Medical Center, Tucson: $79,000 for air conditioning of 
surgery and building fund for 36-bed addition. 
Community, Wickenburg: $10,100 to building fund for new 
hospital. 
Williams: $10,000 to $90,000 building fund. 
Winslow Memorial: $10,000 for OB ward facilities 





MODERATOR: An executive secre- 
tary of a state hospital association 
told me a few days ago that the 
hospital administrators in his state 
were very worried about the Blue 
Cross Association. He saw no par- 
ticular reason for them to be wor- 
ried except one very good one, that 
they didn’t know what it was all 
about. So perhaps we should start 
by a simple statement of what is 
the association? 

Well, the very 
first thing to say is that what we 
propose to do is not new at all. We 


Charles Garside: 


have been doing it right along but 
we haven’t been doing it well and 
this is a program to do what we 
have been doing but do it a lot 
more effectively 

Secondly, it will in no respect 
whatsoever change our relation- 
ship with hospitals either on the 
national, state or local levels. The 
Blue Cross Commission of the 
American Hospital Association will 
continue to function but it will 
function as a device of the Ameri- 
can Hospital Association that will 
establish and maintain high stand- 
ards for Blue Cross Plans and 
maintain constant liaison with the 
American Hospital Association and 
in turn the local Blue Cross Plans 
will continue their same relation- 
ships with the hospitals in their 
areas. 

Much more has been made of it 
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Blue Cross Association: 


a discussion of its aims 


and significance 





The bylaws of the Blue Cross Association, a corporate body, were revised on 


July 10 to transform the Association into a strong sales arm of the Blue Cross 


movement, especially for national contracts. 
Last month, Dr. Basil C. MacLean resigned as Commissioner of Hospitals of 
New York City to accept the presidency of the Blue Cross Association. Dr. Mac- 


Lean was chairman of the original Blue Cross Commission. Formerly director of 
the Strong Memorial Hospital in Rochester, N. Y., he is a past president of the 
American Hospital Association and a winner of the Association’s Award of Merit. 





than should be in this respect, 
there should be no mystery what- 
soever about it. We have been at- 
tempting for 10 or more years to 
sell nation-wide with 
uniform rates and uniform benefits, 
but we have not been too success- 
ful. 

It is not generally realized that 
today perhaps something over 50 
per cent of our employed people 
in the 48 states of the Union are 
employed by a corporation which 


coverage 


maintains plants in two or more 
states, sometimes in many states. 
They operate North, South, East 
and West, and while it is true that 
many of the 
maintain their national headquar- 
ters here in New York, they come 
to Associated Hospital Service of 
New York and say that they would 
like to have the same Blue Cross 
coverage in New York, Texas, Cal- 
ifornia, Maine—in brief, right 
across the country—the same ben- 


corporations | still 


efits and the same rates. 


know, 
there are 86 autonomous Blue 
Cross Plans. We have had difficulty 
offering a truly national contract. 
The insurance companies can write 


Now, as you doubtless 


the same policy right across the 
country, obviously, and we want 
to be in a position to effectively do 
the same thing, so we took the 
existing Blue Association 
Charter and Bylaws which we had 


Cross 


possessed for some years, the stock 
of which is held by Blue Cross 
Plans, and we concluded to put 
teeth into the charter and bylaws 
of that organization to strengthen 
it so that hereafter when we had 
these national problems they would 
be dealt with effectively. 

The 12 largest Blue Cross Plans 
first went along and thereafter a 
great many more and when we had 
revised the bylaws and put teeth 
into them we said, ‘‘The next thing 
we want to do is to get a national 
figure to head up the Blue Cross 
Association because we want to 
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A discussion of the necessity for and significance of the revised association is pre- 


sented herewith. Participants were Dr. MacLean, Mr. Charles Garside, vice chair- 


man of the Blue Cross Commission, a member of the Board of Governors of the 


Blue Cross Association, and president and chairman of the board of the Associated 


Hospital Service of New York (Blue Cross); and Dr. Martin R. Steinberg, director 


of Mount Sinai Hospital in New York. 


The moderator was James E. 


Hague 
ague, 


executive editor of HOSPITALS, Journal of the American Hospital Association. 





have this known as national Blue 
Cross, we want to have it spoken 
of as national Blue Cross,” al- 
though the corporate title will con- 
tinue to be, at least for the time 
being, “‘Blue Cross Association.”’ 

We screened a great many men 
and we more and more had the 
feeling that if we could find a na- 
tional figure who was familiar with 
Blue Cross and the hospitals, who 
knew all about our product, who 
knew exactly what we were try- 
ing to do, who was a good admin- 
istrator, then we would save a 
ereat deal of time. We would not 
have to spend some months, or a 
year or more, indoctrinating the 
new president. 

Dr. Basil C. MacLean: Someone with 
a_ bullet-proof forgot 
that. 

Mr. Garside: A bullet-proof vest is 
very desirable. 

We discussed Dr. MacLean. We 
didn’t know at the time when we 
first brought up the name that he 


vest, you 
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would be available. We made over- 
tures to him. We spent consider- 
able time debating the problem and 
in due course asked him was he 
willing to go along and become the 
first president of the Blue Cross 
Association 

Moderator: Dr. MacLean, why did 
vou take the job? 

Dr. Maclean: Obviously because | 
thought it would be interesting. At 
this stage of my career I am in- 
terested not in money but in ex- 
citement 

Moderator: Where does the 
Cross fit, 
tion fit, in the expansion of Blue 


Blue 


where does the associa- 


Cross coverage to areas which are 
not now covered, for example, the 
farmers? 

Mr. Garside: I would answer that 
only in this respect that it enables 
me to mention something that I 
hadn’t touched on before. In addi- 
tion to seeking the services of D1 
MacLean for the purposes I have 


described, we had another purpose 


wanted a national 


mind. We 


spokesman, somebody, when the 


occasion required it, who could 
speak for all of Blue Cross, par- 
ticularly in Washington. This in- 
volves moral suasion, influence, in 
addition to operating capacities 
You have touched upon a thing, 
Mac- 


Lean could do would be to exer- 


however, where about all D1 
cise the influence of his office in 
persuading local areas to do a bet- 
ter job in getting 
because, obviously, 


self-employed, he would not 


into the pattern that I have been 


speaking of that of the large na- 


tional companies. He is concen- 
trated in particular areas of the 
country, and in those particular 
air job is being done 
the farmer! 
it would have to 
and Dr. MacLean 
influence to briz 
pressure 
hem into action, 
need to be done 
At the moment we do not have 
such a national spokesman, a per- 
son of authority who can 
all the Blue Cros 
Moderator: Well, now, as I under- 


speak fot 


Plans 


stand it, not all the Blue Cros 
Plans are members of the associa- 
tion 

Mr. Garside: Not as vet 

Dr. Maclean: About 50 now 

Mr. Garside: Yes. About 60 

Moderator: Is it your idea that the 
voice of Blue Cross in, say, st 
an important area as Washing 
will be the association rathe1 
the 

Mr. Garside: Vis a vis the 


tals of the country for the most 


hospi- 


part the commission will continue 
to be the voice of the association 
It will deal with standards, what 
are the standards required for a 
Blue Cross Plan, seeing that they 
are maintained, but with respect 
to operating, maintaining, 
and getting more Blue C 
erage across the country, 
will be the president of 
Cros Association 

Moderator: What does this do to 





MacLEAN: 


... There will have to be 


very close ties of collaboration 
with Blue Shield...” 





GARSIDE: * .. . What we propose to 


do is not new at all... 





- 
#4 





STEINBERG: “... if the [Blue 
Cross| Association increases the 
number of people who are in 
prepayment, the hospitals as well as 
the subscriber will be benefited .. .” 
well, let me phrase the auestion 
this way: what representation do 
hospitals have in the association? 
Mr. Garside: They have no more 


representation than they have eve! 


_. 
had in the Blue Cross Association, “RE 


if you are speaking of representa- 


tion as such. 
Moderator: But I mean, in the 
Blue Cross Commission they do 


have some - - - 
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Mr. Garside: We are a part of the 
3lue Cross Commission. In the last 
analysis we meet as a Blue Cross 
Commission with respect to vari- 
ous matters involving standards 
and we make recommendations to 
the American Hospital Association 
and it is the American Hospital As- 
sociation that makes the final de- 
cision on those standards. 

Moderator: Is there any provision 
for direct hospital representation 
in the association as there is in 
the commission? 

Mr. Garside: I see no reason why 
there should be. It is an operating 
organization, simply to get busi- 
ness and to hold it. The hospitals 
aren’t in the business of getting 
Blue Cross coverage. They are i 
the business of seeing to it that the 
job is well done, that high stan 
ards are maintained and that ths 
effective liaison between the hos- 
pitals and Blue Cross Plans is 
maintained 

This national business always 
originates with some local plan. If 
they come to New York, as per- 
haps 90 per cent of them do be- 
cause their main offices are here, 
and they ask for our product o1 
some modification of our product, 
that is a problem for our board of 
directors. The make-up of that 
board has 
American Hospital 


been dictated by the 
Association. It 
must consist of a certain numbe1 
of hospital trustees and hospital 
administrators and those men on 
that board make the decision as to 
what product we will sell and then 
we, in turn, will propose that prod- 


uct to other Plan 


There is to be no change what- talk, as I understand, about sub- 


oever in the relationship to the criber-related functions and - - - 
Hospital Association. Mr. Garside: Which must be dis- 


You must bear in mind what I said 


American 
tinguished from _ hospital-re 


earlier, that we are doing nothing functions. The hospital-rela 


new. We simply hope to do a Ik function 
better what we are already doins 

Dr. Martin R. Steinberg: I must sa\ 
that if the Blue Cross Association 


is to do better the job that has to \ I more apt to 


expre 


be done, then the voluntary hospi- bodies. If 
tals certainly have every reason t lal American corporation come 


‘We would lik 


we are unhappy be- 


wish it rodspeed 


Now, since the hospitals mu 


render the services contracted for, ou don’t do a 


good job 


they certainly ough ») ha ! uniform 


voice in the final form of the orm benefit 


tracts to be sold. Representation would like te 
vital also because it would insu nd talk abou 


an awaren 


good deal 


ence table a clear 


, . + ] aarr , r ‘ 


10 and what the 


Dr. Steinberg: Of < Ise 


Whether the iation should annot provide 


ordel 
provla 


have the Mr. Garside: [1D 


ISSION 


wered by exper! 
Moderator: Well. 


no proviem 


INVOLVE 


Dr. Steinberg: ‘he 


GARSIDE: **... It would be 
suicidal of us to do anything to 
impair our relationship with the 


{merican Hospital Association .. . 
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people and higher costs and this 
will have to be reflected in reim- 
bursement rates 
Mr. Garside: Increased cost to you 
and therefore increased cost to us. 
Dr. Steinberg: As an administrator, 
Dr. MacLean, you don’t need to be 


told that when a great many con- 


tracts are in force there will have 


to be more personnel at the hos- 
pital level 

Dr. Maclean: But you don’t care 
whether it is 75 days or 500 days 
as long as you are paid - - - 

Dr. Steinberg: That's right. 

Dr. Maclean: It may mean another 
person or another system, but so 
long as you get paid you are satis- 
fied 

Moderator: Do you see, Dr. Mac- 
Lean, in this, as you go about this, 
do you see an expansion of benefits 
in the Blue Cross contract? 

Dr. Maclean: | would hope for it. 

I see this simply as a strengthen- 
ing of the existing corporations 
within the Blue Cross Commission 
structure, more effectively to deal 
with national contracts, the fus- 
ing together, the closer fusing of 
the Plans themselves 

Mr. Garside: Very important. 

Moderator: The joint declaration 
in Iowa between hospitals and 
physicians says that these services, 
laboratory and radiology, are med- 
ical services and not hospital serv- 
ices and that they shall be covered 
by Blue Shield and not by Blue 
Cross. What will be the working 
relationship of the Blue Cross As- 
sociation and medical services, in 
other words Blue Shield? 

Dr. Maclean: There will have to be 
very close ties of collaboration with 
Blue Shield. That is perfectly ob- 
vious. 

Mr. Garside: Yes. In all those 
cases where a prospective subscrib- 
er wants both Blue Cross and Blue 
Shield services. Is that what you 
had in mind? 

Dr. Maclean: Yes. 

Moderator: What I am thinking 
obviously all your big companies 
will want the package, and this be- 
ing the Blue Cross Association, I 
wondered—there would be no 
problem in selling a hospital and 
medical package? 

Mr. Garside: Only in this respect 
that they, too, must strengthen 
their national organization so that 
they, too, can provide something 
more nearly satisfactory in the way 
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of uniform rates and uniform ben- 
efits. 

Moderator: What would happen if 
a Plan refused to participate? Re- 
fused to participate in the approach 
to a national contract? 

Mr. Garside: Well, if you are talk- 
ing about a Plan that is a member 
of the association now - - - 

Moderator: No, no. I am thinking 
of one that is not. 

Mr. Garside: That is something, Dr. 
MacLean, that we must work out. 
The aim and goal is to have every- 
one a member but a number of 
Plans have asked for more time. 
There are certain Plans where the 
board meets only four times a year 
and a number of Plans have asked 
for time, but that question will ul- 
timately arise, what do we do with 
a Plan that is not a member? But 
we shall find some way that the 
contract will be written. 

Moderator: Where are the offices 
going to be? In New York? 

Dr. Maclean: Yes. 

Mr. Garside: The great majority of 
national contracts originate here. 
Dr. MacLean argued—and he could 
make the argument much more ef- 
fectively than I could—that the 
national headquarters should be 
here. 

Moderator: You will have a Wash- 
ington office? 

Mr. Garside: Oh, we will—looking 
ahead, I emphasized the need of a 
national spokesman. At the pres- 
ent time we are dealing with the 
federal government on the de- 
pendents of servicemen. This com- 
ing year we will be dealing with 
the federal government quite ex- 
tensively on the matter of covering 
all federal employees. That is the 
sort of thing where you need one 
voice and also somebody who is 
persona grata in Washington, 
somebody who can get around a 
bit in Washington and knows a 
few people there and it should be 
very helpful to have a_ national 
spokesman for all Blue Cross 
Plans. This also should relieve all 
of us heads of larger Plans of a 
good many burdens we now have. 

Moderator: What will the struc- 
ture of the association be re staff? 
I mean, is there going to be a large 
staff, or a small staff, or what? 

Mr. Garside: I would think, cer- 
tainly in the beginning, a small 
staff. 








Dr. Maclean: Roughly there will be 
three or four divisions but the or- 
ganization has not been set up in 
detail yet. It will be subject to 
some discussion by the heads of 
the divisions. 

There was one reason why I 
thought that New York would be 
better than Washington. I thought 
that with the national corporations, 
so many of them with headquar- 
ters in New York City, there would 
be advantage in being here. 

Moderator: The Association will 
be strong for the service benefit 
principle, I presume? 

Dr. Maclean: Oh, well, there is no 
question about that. There is none 
in your mind is there, Mr. Garside? 

Mr. Garside: Oh. of course not, of 
course not. You see, that is why I 
want to reinforce my earlier state- 
ment that there is involved in this 
program no implication of change 
in our relationship with the Amer- 
ican Hospital Association or hospi- 
tals. It would be suicidal of us to 
do anything to impair our rela- 
tionship with the American Hos- 
pital Association. It is used by 
every Blue Cross Plan in the coun- 
try in selling the product. It is the 
one thing that distinguishes us 
from the commercial carrier, and 
we wouldn't think of in any way 
effecting a change in that rela- 
tionship. It would be the last thing 
we would want to do 

Dr. Steinberg: That is the guid- 
ing factor. The hospital adminis- 
trator is, of course, completely con- 
cerned with how he is going to be 
able to perform his open-end mis- 
s10n. 

Now, Blue Cross becomes to him 
a matter of life or death in terms 
of the existence of his institution 
and Blue Cross has been for him 

certainly from my point of view: 
I don’t speak for all administra- 
tors—a remarkably good instru- 
ment. 

The patient who elects to pay 
his bill when he is sick is at a dis- 
advantage and at the kind of dis- 
advantage which the _ hospital 
immediately shares. We are inter- 
ested primarily in getting patients 
well and we are interested in get- 
ting someone to pay the bill, not 
for profits but to be able to keep 
on getting people well. 

In New York, we have been 
able to work out a plan which is 


(Continued on page 93) 
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authority: 


handle with care 


by J. MARTIN MYERS JR., M.D. 


Authority— its origin, responsibili- 
ties, emotional aspects—is discussed in 
relation to its application in the hos- 
pital. Dr. Myers points out danger 
areas where personnel can go too far 
in exercising authority. He cites the 
need for leadership based on compe- 


tence and knowledge. 


2 ACH PERSON working in 
4 pital must deal with auth 
At time ubmit and 
obedient lers 1n 
At other times, he 


authority and ex- 


pos ition 


must dispense 
pect others to respond positively 
At still other 


with those with equal authority 


times he must deal 


The dictionary defines authority 

‘The right to command and to 
enforce obe lience > 

officially: 


personal powel 


commands influence, respect, 
confidence.” Thi 

some question 

command or enforce obe- 
3y the right of inheritance, 
good luck, physical size, or mental 


prowess 


dience? 


Can power command re- 
spect or confidence, or does en- 
forced obedience exclude respect 
or confidence from the obedient 
one? In our culture, interdepend- 
ence better characterizes the ma- 
ture individual than independence 
It is only the child l 


adult who imagines he can live 


neurotic 
with others without being, at 
times, submissive, obedient, and 
considerate 
Erich Fromm points out that the 
real problem is what kind of au- 
thority we are to have. He says: 
“When we speak of authority we 
J. Martin Myers Jr., M.D., is 
nedical director at the Pennsylvanii 
pital, Dept. for Mental and Nervous 
eases, Philadelphia 


ought to determine whether 


mean rational or irrational auth 
ity. The person whose authority 
respected functions compete 
the task with which he 
He need 
ior arouse their 
magical qualities 
and to the extent to w 
competently helping instead o 
exploiting, his authority is base 
on rational grounds and doe 
l tional awe 
1lons | 


Mal au 


pe Ople 


thnor- 


power ovel 


Rational 
based upon the equal- 
both authority and 
which differ only with 
| 


Know lea ge 


but forbidden 


upon 
ezices 
The 
teracts 
thority 
his equal 
ing their competence 
ing to it in a reasonable 
can reasonably expect that in area 
where he I 
will be obeved 


The 





not feel himself to be an equal of 


others may react irrationally to 
authority in various ways. He may 
find inner security by becoming 
symbiotically part of an authority 
felt to be greater and more pow- 
erful than himself. At the expense 
of his own integrity he partici- 
pates in the authority’s strength. 
The neurotic character may deny 
his own feelings of weakness by 
constantly exerting pressure on 
others, asserting whatever power 
he can get to force others to obey. 
The neurotic character may also 
become overly permissive, assert- 
ing no authority at all. 

With this as a background let us 
consider the hospital as a specific 
setting for authoritarian patterns. 
Most interpersonal relationships in 
a hospital are carried on within a 
generally authoritarian frame- 
work. Is this authoritarianism nec- 
essary? Is it rational or irrational? 

COMPETENT LEADERSHIP 

The goal of every hospital is to 
cure patients. To cure patients re- 
skills and 

the phy- 


quires the combined 

abilities of many people 
sicians, nurses, occupational ther- 
apists, technicians, and the busi- 
ness office personnel. The problem 
is to effect a cure with maximum 
efficiency and with maximum sat- 
individuals in- 
means examination 
authoritarian 


isfaction for all 
volved. This 
and evaluation of 
patterns among medical 
nel, and their relations with hos- 


person- 


pital patients. 

It becomes evident that leader- 
ship be rational, based on compe- 
tence and knowledge. 

Medical personnel and all its al- 
lied fields have had long and spe- 
cialized training developing skills 
and competence in assisting pa- 
to health. Their right to 
command and enforce obedience in 


tients 
regard to sickness is, therefore, 
reasonable and rational. 

However, we have not pro- 
gressed so far out of the era of 
the medicine man and magician 
that it would be impossible for 
both physician and patient to slide 
back into utilizing their irrational 
authority. There is perhaps no seg- 
ment of our society closer to the 
omnipotent father of our childhood 
than the medical profession, and 
there is no group in our society 
endowed with the 


more easily 
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characteristics the child both de- 
sires and hates. In spite of the 
strides of scientific medicine, the 
anxieties centered about illness 
and death still easily call forth the 
fantasy of the wise old medicine 
man who magically eliminates 
pain and fear. It is too easy for 
medical personnel to cloak them- 
selves with this sort of authority. 
Careful scrutiny of unconscious 
desires may reveal rational author- 
ity covering a large amount of ir- 
rational authority. Each person 
must examine his interpersonal re- 
lationships with other personnel 
and patients and ask: ‘‘Am I acting 
in the best interests of the patient 
or myself? Am I issuing orders so 
the total group can work to com- 
bat the patient’s illness most effec- 
tively, or am I doing it because I 
want to exert influence to demon- 
strate how much obedience I can 
command?”’ 

However, a hospital that is run 
with machine-like efficiency, ig- 
noring the feelings of the people 
involved is not desirable. And on 
the other hand medical personnel 
cannot be so oriented toward 
individual needs that they exclude 
others from their understanding. 

Here are two examples of healthy 
modification of attitude: room- 
ing-in on the obstetrics ward, and 
permitting the mother to stay with 
the child on the pediatrics floor. 
Certainly keeping all infants in 
one nursery may make it easier to 
take care of them from a somatic 
standpoint, but it does not meet 
the emotional needs of all the in- 
fants and their mothers. Rules 
forcing all children into a nursery, 
I believe, are an irrational use of 
authority. The way parents of chil- 
dren admitted to a pediatrics ward 
are hastened to the door as quickly 


as possible so the nurses, medical 


students, and interns can go about 
their duties is unnecessary. It is 
done under the guise of efficiency, 
and, to be sure, the child usually 
does quiet down more quickly than 
if mother stays for a while, per- 
haps because he is scared to death. 
But this, too, does not meet the 
needs of the individual. 

When an emotionally healthy in- 
dividual becomes physically ill he 
regresses to about a child’s level of 
emotional maturity. With a serious 
illness he becomes no older emo- 
tionally than a four or five-year- 


old. He becomes more passive, sub- 
missive to the direction of others, 
and in greater need of tender, lov- 
ing care. He wants decisions, par- 
ticularly major ones, to be made 
for him. This is indeed desirable. 
Dangers, however, lie around the 
corner, especially if the illness is 
prolonged and incapacitating. The 
patient may enjoy the regression, 
like too much the special care and 
attention, delight in having some 
one authoritatively take over the 
responsibilities of maturity. The 
less adult the patient, the greater 
is the danger. We have learned 
through experience that it is best 
to permit as little regression as 
possible. Occupational therapy can 
afford a means of maintaining the 
patient’s satisfaction and compe- 
tence in doing things for himself— 
of affirming his ability to make de- 
cisions on his own. Important is the 
therapist's attitude toward the pa- 
tient and the way she formulates 
her therapy to the patient. 


PRINCIPLES APPLIED 


A case in point is that of a 22- 
year-old girl who was hospitalized 
for rheumatic heart disease. This 
patient had regressed so much that 
she could not do a thing for herself 
and needed a tremendous amount 
of attention. The occupational 
therapist, asserting her authority 
with tact and patience, was able 
to reach the patient emotionally, 
stir up her interests, give her an 
appreciation of her abilities—all 
through the medium of art work. 
Without a single change in the 
somatic treatment program, this 
girl, who had practically lived in 
an oxygen tent and had been un- 
able to lift her arm to feed herself, 
left the hospital renewed 
self-confidence and eventually she 


with 


was able to sell some of her work. 

Psychiatric hospitals differ from 
general hospitals with respect to 
their administrative structure and 
the nature and duration of psychi- 
atric illness. Psychiatric hospitals 
have a rich and honored back- 
ground of service to the mentally 
ill. However, there is no group of 
hospitals in which more authority 
over the patient is invested in the 
personnel. jails 
can so many decisions be taken 
over from an individual. Almost 


Indeed, only in 
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Part I of this two-part article dis- 
cusses practical considerations in in- 
stalling an air conditioning system, 
factors affecting design, measures for 
controlling air-borne infection, and 
proper installation of filters. Part II, 
which will appear in the January 16 
issue, will examine various types of 
air conditioning systems and analyze 
the specific needs of different areas 


within the hospital. 


HE TERM air conditioning 

too often confused with sum- 
mer cooling. As used throughout 
this paper the term refers to the 


simultaneous control of tempera- 


ture, humidity, movement and 


cleanliness of air to provide a con- 
stant optimum condition within the 


hospital regardless of the season 
I { J 


1. Practical Considerations 


Whether to install air condition- 
ing system when planning a new 
hospital is a major problem to hos- 
pital boards except those in areas 
where extreme climatic conditions 


prevail. Among factors which 


should be considered in making a 


decision are therapeutic value, 


public demand, economics, and 


cost 
THERAPEUTIC VALUE 
Long familiarity with heat as a 
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that the average person in poor 
health, if given a choice, will 
choose an air-conditioned hospital. 
Hospital management would be 
soundly criticized if during the 
winter season inside temperature 
were purposely allowed to drop, 
for any extended period, 20 to 25 
degrees below the accepted comfort 
level. Therefore, as public famil- 
iarity with air conditioning in- 
creases it is logical to assume that 
similar criticism will be leveled at 
management for the reverse of 
that situation. 


ECONOMICS 


The modern hospital, in keeping 
pace with the advance in medical 
knowledge and techniques, has be- 
come one of the most complex and 
expensive building types. Annual 
operating (approximately 
one-third of the total construction 
costs) are at an all-time high. As 
a result, hospital management, 
conscious of such costs, is reluctant 
to assume the additional financial 
burden imposed by a complete air 


costs 


conditioning system. 
The problem will be resolved for 


many communities on the basis of 
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climatic conditions and the dura- 
tion of extremes for the particular 
locality. Of interest in this regard 
is the weather map (39) shown 
above. This map does not presume 
to be exact for all areas within the 
zone boundaries outlined, but will 
provide general guidance as to the 
average number of hours that the 
outdoor temperature may exceed 
80°F. in different parts of the 
country. 

The possibility of limiting the 
system to those areas of the hospi- 
tal where required by clinical 
treatment or accepted practice 
should be fully explored. These 
areas are: operating, delivery and 
emergency rooms, nurseries, x-ray, 
recovery rooms, special treatment 
rooms and isolation rooms. How- 
ever, the therapeutic value of 
maintaining the physical comfort 
and mental tranquillity of the pa- 
tient in general nursing areas 
through air conditioning should 
not be overlooked. In addition, 
consideration also should be given 
to the installation of heating sys- 
tems which can be adapted to 
year-round air conditioning if this 
is desired in the future. 





AVERAGE NUMBER OF HOURS THAT THE OUTDOOR TEMPERATURE MAY EXCEED 80 F. 


Also to be considered is the effi- 
ciency and morale of hospital per- 
sonnel. Patient care is the prime 
consideration of any hospital and 
the quality of care is to a great ex- 
tent dependent upon satisfied per- 
sonnel. 

Although it is difficult to eval- 
uate financially, air conditioning 
should offer the following returns: 
(1) reduction in nursing workload 
resulting from more comfortable 
patients; (2) leveling off of occu- 
pancy rates resulting from more 
summer elective cases; (3) reduc- 
tion in personnel turnover as com- 
petition with other enterprises in- 
creases; (4) maintenance of the 
over-all efficiency of the entire 
staff; (5) reduction in housekeep- 
ing and redecorating costs; and (6) 
more satisfied patients. 


costs 


The investment in air condition- 
ing, which in many instances will 
approximate 10 per cent of the 
total construction cost, is one of 
the largest single items of cost en- 
tering into the structure. To ob- 
tain the economy in design and op- 
eration which such an expenditure 
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storage. On This reluctance has been justifiably 
ordination of work during the ini- this basis, the system (not includ- lu 1 the hazards of « 


tial planning stages between the ing the boilers, pumps and acces- 


warrants requires the closest co- kitchen, shops, and 


‘TOSS 


architect and structural and me- sories necessary 
chanical engineers. The structural cycle) would cost be 
design must accommodate the duct and $1,300 per bed or be 


or conduit systems utilizing a min- and $2.60 per square foo 
imum of space. It is impractical he is often underemphasize lusive | there is sufficient 


and unwarranted to expect the 1en the cost of al at air-borne 


mechanical designer to provide the for new construction poten- 

most efficient and suitable system sidered is that approxin 

after the architectural plans have per cent of 

been finalized. The selection of above repre 

materials and techniques of con- and di 

struction will be influenced by a serves 

cost and load analysis of the ai 

conditioning system based on the account 

use of insulating materials, type colder c 

of glazing, shading of glazed areas, necessar\ 

orientation, type of system and mentary 

many other factors affecting instal- with ce 

lation and operating costs Opera 
Sufficient installation and opera- many 

tion data for hospitals upon which only 

to base accurate costs is not avail- load, 

able However, approximations 

may be based on a ton of refrig- 

eration serving 350 square feet of 

area and costing between $700 and 

$900 per ton required. The area of 

an acute general hospital which 

to be completely conditioned may 

be assumed to be 500 square feet 

per bed. This figure eliminates such 


areas as boiler room, laundry, 


mental air conditioning 


Science has found substitutes for nearly everything needed to support 
life, with one notable exception, namely air. While nothing takes its 
place, we now know that even this indispensable element can be freed 
of certain undesirable components and its benefits increased by a 
process known as conditioning. 

Forced to give to his job everything he has, and often more than he 
has, today’s executive cannot leave to chance the atmosphere in which 
he works, lest it introduce into his system irritants or other atmospheric 
contaminants which will lower his vitality or impair his physical 
efficiency. 

Yet how much more important it is to condition the mental atmos- 
phere in which his highest faculties must function if he is to think 
through today’s intangible but nonetheless vital problems on which 
his success depends. 

Lacking mechanical aids, each of us must provide his own mental 
air conditioner, first by recognizing and screening out the dust of 
trivialities, the smoke of futile argument, the drafts of controversy 
and the excess moisture of waste motion which makes for discomfort 
and fatigue. 

To the mental air should be added the stimulus of fresh points of 
view, the cooling effect of periods of rest and change of pace, and 
the humidifying action of humor to avert the explosive possibilities 
of dangerous tension over contentious or baffling questions. 

To paraphrase one maker's slogan, why not ““Make your own mental 
weather” ?—F. Stanley Howe, Orange, N. J. 
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important as infectious agents (1, 


33. 34, 35. 36, 37, 53, 54). 

4. Pathogenic bacteria and path- 
ogenic viruses are the organisms 
which make indiscriminate circu- 
lation of air a potential hazard. In 
eeneral, the size characteristics of 
these organisms are as follows: (a) 
Bacteria are generally considered 
to range in size from approxi- 
mately 1 micron (about 1/25,000 of 
an inch) to 10 microns and are vis- 
ible under the optical microscope. 
(b) Viruses are ultramicroscopic in 

ze, generally considered .1 micron 
and smaller. They are visible under 
the electron microscope to .001 mi- 
cron 

5. Bacteria and viruses may be 
disseminated into the air by sneez- 
ing, coughing, and the pronuncia- 
tion of such consonants as p or t. 
These organisms are expelled with 
moisture from the linings of the 
nose and throat and are classed 
according to size as droplets or 
droplet nuclei. The droplets, being 
larger, settle very quickly to the 
floor or other surfaces where after 
drying they may become air-borne 
as dried mucous or as attachments 
to dust, lint, or othe! 
Droplet nuclei, being comparative- 


materials. 


ly small, quickly lose moisture and 
because of their very slow settling 
rates may be considered as sus- 
pended in the air until breathed or 
vented (2,27). Bacteria and viruses 
which have settled out of the air 
may be reintroduced into the air 
by traffic over floors and by many 
housekeeping activities (58,60). 
6. Of interest is 
than one hundred million strepto- 
cocci found in one ounce of dust 
collected in a 26-bed hospital ward 


a report of more 


during an outbreak of streptococcal 
sore throat and follicular tonsillitis. 
This amount of dust reflected ac- 
ceptable housekeeping (3) 

7. Bacteria and virus retain their 
viability for a considerable length 
of time, depending on conditions. 
A few examples as reported are: 
Streptococci, 6 weeks to 12 weeks 
(4): virulent diphtheria organisms, 
in dust 3 months (5); pneumococ- 
cus, several weeks in dried state in 
dust (6). Melbourne Strain influ- 
enza may retain its potency for 
embrvyonated eggs for 45 days (7). 


3. Control Measures 


Among the many measures 


which may be used to reduce the 
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hazard of air-borne infection are 
air movement, humidity, ventila- 
tion, sterilizing lamps, bacterial 
aerosols, and filtering. 


AIR MOVEMENT 


The trend in modern hospital de- 
sign toward the provision of more 
private and semiprivate rooms 
has had the effect of reducing the 
possibility of contact contamina- 
tion between patients. 

3ecause of this separation of pa- 
tients, the hazard of direct inhala- 
tion of infectious droplets should 
be reduced and dust, lint, and 
dried mucous May assume more 
importance as carriers of droplet 
nuclei. Therefore, the control of air 
movement is important not only 
patients or personnel 
from drafts, but to 
avoid the reintroduction into the 
air of concentrations of pathegens 
which have settled out of the air 
onto floors, bedclothing, and fur- 


to protect 
unnecessary 


niture. Location of air inlets and 
exhaust of the conditioning sys- 
tem and direction of air throw 
should be carefully studied, and 
velocities at floor level should be 
kept below 50 feet per minute (8). 


HUMIDITY 


Reports of studies of the lethal 
effect of humidity upon pathogen- 
ic organisms are at some variance 
(2,9,10). It is considered by many, 
however, that a relative humidity 
of 50 per cent has the maximum 
lethal effect upon these organisms. 


VENTILATION 


The reduction of the concentra- 
tion of pathogens in the air below 
certain critical levels is very de- 
sirable to reduce the incidence of 
infection (6,11). Such dilution is 
required for certain isolation, 
treatment, and aseptic areas. The 
removal of contamination by ven- 
tilation is based on a simple loga- 
rithmic law common to physical 
and biological processes where the 
rate of disappearance of a sub- 
stance at any moment is propor- 
tional to the concentration present 
at the moment. Therefore, each 
successive air change reduces con- 
taminants in the ratio of 1/e, that 
is 172448 (17). 

Assuming that no additional 
contaminants enter the area dur- 
ing the air change, 63.2 per cent 
of the original air and contami- 


nants would be removed by one 
air change. Each successive air 
change would reduce the remain- 
ing contamination in a like amount. 
However, in practice, contamina- 
tion must be considered as contin- 
uous during periods of use of oc- 
cupied areas; therefore, reduction 
of contamination to the vanish- 
ing point cannot be obtained. The 
above does illustrate the value of 
ventilation as a practical applica- 
tion for reducing concentrations of 
contaminants. The literature con- 
tains reports attesting to the val- 
ue of ventilation as a means of 
reducing contamination (11,12). 


STERILIZING LAMPS 


Ultraviolet radiation has been 
used as a bactericide (13,14,47) but 
systems designed for complete 
sterilization require careful engi- 
neering plus a degree of mainte- 
nance difficult to achieve in the 
hospital. 

The greatest bacterial effective- 
ness is from rays at 2,537 Angstrom 
Units (AU) with highest efficien- 
cies at approximately 80°F. tem- 
perature. The efficiency diminishes 
as the temperature increases or de- 
creases from the optimum region 
(15). The literature reveals a dif- 
ference of opinion among investi- 
gators as to the effect of humidity 
upon the lethal effectiveness of 
the rays (1,29,30). Bactericidal ef- 
fectiveness is dependent upon the 
exposure 
time. The dosage is expressed in 
minutes per 


ray intensity and the 
microwatt square 
centimeter. 

As direct exposure of skin and 
eves to the rays will cause erythe- 
ma and conjunctivitis, it is neces- 
sary that the lights be located and 
shielded so that patients and per- 
sonnel are not in the direct or 
reflected rays. In the areas to be 
treated by the lamps, installations 
are generally made to irradiate the 
air above the 7 foot level and in 
some instances below the 30 inch 
level. 

In areas where upper air instal- 
lations of sterilizing lights are con- 
templated, the materials or finishes 
of the walls and ceilings must 
have a low reflectance. Oil paint 
finishes, among others, are con- 
sidered safe as opposed to fin- 
ishes such as white coat plaster, 
which has a high reflectance. Ceil- 


(Continued on page 74) 
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ARMSTRONG X-4 


(Nursery Type) 


Baby Incubator 


SAFE 


RELIABLE 


SIMPLE 


LOW IN 
FIRST COST 


LOW IN G 
OPERATING COST 


The Armstrong X-4 (Nursery type) is 
the original Armstrong baby incubator 
designed for safety, reliability, simplicity 
of operation, low initial cost and low 
operating cost. Experience - perfected 
and hospital-proven in the United States 
and 79 foreign countries. The X-4 was 
the first incubator ever to be tested and 
approved by Underwriters’ Laboratories, 
Inc. and is still the low-cost Baby Incu- 


ry 


bator of choice for general nursery use. 


Armstrong X-4 incubators may now be 
equipped with our 40% Oxygen Limit- 
ing Valve (which locks at either 40% or 
100%) as accessory equipment at low 
cost. Use our free telephone service— 
phone us collect (reverse the charges) 
from anywhere in continental United 
States, Alaska or Hawaii when you are 
in a hurry or want rush service. 


THE GORDON ARMSTRONG CO., Inc. 


508 BULKLEY BLDG., CLEVELAND 15, OHIO, U.S.A. 
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I ATTENDED THE American Public 
Health Association Convention 
in Atlantic City the middle of No- 
vember. One reason for going was 
because Dr. Ira Hiscock, professor 
of public health at Yale and one of 
my many bosses, was president of 
the American Public Health Asso- 
ciation and I wanted to extend 
greetings from the American Hos- 
pital Association and myself to him 
and his organization. A more im- 
portant reason for going was to be- 
come acquainted with the thinking, 
activities and people of this great 
health association. It was a valu- 
able experience. I was impressed 
with the variety of interests of oul 
public health colleagues, their at- 
tendance and participation in dis- 
cussions, their consideration of so 
many subjects that are of vital in- 
terest to us in hospitals—and with 
the number of hospital administra- 
tors who were present membel 
of the organization 
This meeting again emphasized 
the role of the hospital administra- 
tor as a professional in public 
health and indicated a basic reason 
for which we should regard out 
vocation as a true profession. There 
are many areas and problems in 
which the profession of public 
health and the profe 
tal administration overlap—and it 
is because of this that I feel that 


the hospital administrator should 


ion of hospi- 


much of a 


is the 


consider himself just a 
public health individual a 
teacher in preventive medicine, the 
health educator, the med 

administrator or the health officer 


| = administrators are 


health of the 
community as well as the health of 
the individual. We must of neces- 


ical care 


concerned with the 


48 


your hresident reports 





sity be certain that the institution is 
solvent, that the soup is hot, that 
personnel are properly treated and 
reimbursed and that the physical 
plant and equipment are kept in 
shape. However, beyond this, we 
are interested in developing stand- 
ards of medical, nursing and hos- 
pital care that will improve the 
professional offered pa- 
tients. We are trying to develop 
means by which the public can get 


service 


more comprehensive health care at 
a cost within reach of available 
funds. We are with 
health insurance, diagnostic serv- 
ices, ambulatory and home care, 


concerned 


care of the chronic, convalescent 
and aging, and the problems of 
communicable disease and infec- 
tion. 

We have also important respon- 
sibilities associated with education. 
We are either providing an envi- 
ronment in which medical and 
nursing students are trained under 
the aegis of independent educa- 
tional institutions, or we have the 
responsibility of administering in- 
stitutions that are directly engaged 
in the education of nurses, techni- 
cians, dietitians, etc. 

It should be repeatedly empha- 
ized that we who are in hospital 
administration cannot function in 
isolation nor are we in any way in 
competition with our professional 
colleagues. It is very important 
that we have our associates under- 
stand that we want to work in 
partnership with physicians, nurs- 
es, public health officials, ete. and 
to also have them realize and ac- 
knowledge that we share their con- 
cern of providing the best possible 
care to the patient. Hospitals and 
hospital administrators are not 
trying to supplant or control their 


professional colleagues. We are 


trying to help them do a better job 
and are trying to do it as profes- 
sional partners in public health. 
This partnership spells the dif- 
ference between a hospital admin- 
istrator and an innkeeper. The hos- 
pital administrator must be more 
than the manager of room and 
board functions. This narrow con- 
cept is improper and, we believe, 
not in the best interests of the pub- 
lic. The hospital administrator 
doctor, nurse or layman—must be 
part of part of the public health 
team. He must demonstrate his 
right to such a role and his right 
to it must be accepted by his pub- 


lic health partners. 


l. IS PLEASING to see the accept- 
ance and respect that so many of 
my colleagues in hospital admin- 
istration are receiving in public 
health fields. They are participat- 
ing in the problems of financing 
and of supplying satisfactory 
health care to the people of this 
country and this is extending from 
the immediate problems in indi- 
vidual communities to national 
problems facing the country as a 
whole. 

The meeting was such a stimu- 
lating and pleasant experience to 
me that I wish I had attended such 
a convention earlier. If it is ever 
possible, I suggest that you try to 
attend an American Public Health 
Association meeting sometime. You 
will be surprised at the number of 
friends and associates that you will 
meet there and the value that you 
will receive from the meeting. 


f 


Albert W. Snoke, M.D., president 


mm? 


American Hospital Association 
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For simplified patient accounting and prepara- 
tion of Blue Cross reports, you'll find the ideal 
answer in Burroughs Sensimatic combined with 
the columnar method of distribution of charges. 

With this accounting plan, all charges are 
automatically indicated under the proper 
heading on the statement. Then, at the end of 
the accounting period, totals can be obtained by 
simply turning a knob and pressing the motor 
bar. A duplicate copy meets all requirements 
of Blue Cross. Reimbursement from both Blue 
Cross and the patient are greatly simplified. 

Thanks to the exclusive sensing panel, Sensi- 
matie will handle other jobs by a simple turn 
of the job selector knob. For a demonstration 
eall our nearest branch office, listed in your 
telephone directory. Burroughs Corporation, 
Detroit 32, Michigan. 


WHEREVER THERE'S BUSINESS THERE’S 
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‘Standard’ vs. disposable unit enema 


methods analysis study compares two enema 


administration methods as to time, cost and patient reaction 


by WARREN G. RAINIER, F.A.C.H.A., and BARBARA LEE, R.N. 


eerie of routine ene- 
! mas by means of a disposable 
enema unit was the subject of a 
methods improvement study car- 
ried out at Mountainside Hospi- 
tal, Montclair, N. J. Based on time 
and cost studies, the method has 
the following advantages: 

(1) It provides an established 
method of procedure that can be 

Warren G. Rainier, F.A.C.H.A., and Bar- 
bara Lee, R.N., M.P.H., are director and 


administrative assistant, respectively, of 
Mountainside Hospital, Montclair, N. J 


readily suited to any hospital or 
nursing home; (2) it can be easily 
understood and is quickly accepted 
by everyone concerned with its ap- 
plication; (3) it makes less de- 
mands upon personnel; (4) it 
brings about a substantial reduc- 
tion in time; and (5) it improves 
patient care and comfort. 

This methods 
conducted under the supervision of 
a New York City firm of hospital 
accountants, compared the 


analysis study, 


cost 


TABLE I—TIMED UNITS OF PROCEDURE FOR ENEMAS 


disposable unit 
Preparation: 
1. Remove top of bottle and 
replace with rectal tube. 
2. Lubricate rectal tube, using 
package of lubricant sup- 
plied with disposable unit. 


Administration: 


1. Expose anus, insert rectal 
tube, squeeze solution gent- 
ly into rectum, remove when 
solution is given. 


Aftercare of Equipment 
1. Discard all equipment. 


soapsuds enema 

Preparation: 

1. Cover bottom of enema can with 
soap solution. 

2. Add 500 cc.-1000 cc. tap water, 
temperature 105°-110°. F. : 

3. Carry tray and irrigation pole to 
bedside, hang can 12 to 18 in. 
above level of rectum. 

Administration: 

1. Lubricate rectal tube, let air out 
of tubing, insert rectal tube. 

2. Give solution slowly, stopping 


flow if patient complains of dis- 
comfort. 


Aftercare of Equipment 


i. 


2. 
3. 


Remove equipment to service 
room. 

Put basin of water on to boil. 
Rinse rectal tube with cold water, 
clean with soap and water. Put in 
boiling water and boil for three 
minutes. 

Wash kidney basin well with 
warm soapy water, rinse and dry. 
Wash irrigating can and tubing 
with warm soapy water, rinse and 
dry. é 


Replace articles, except rectal 


tube, on tray for further use. 
Put enema tube in container. 





time and cost of enema prepara- 
tion, administration and ‘‘cleanup”’ 
using a single-use disposable unit! 
with enema administration by con- 
ventional equipment—in this in- 
stance a soapsuds enema. The ene- 
ma unit used for the study is 
composed of a polyethylene 
“squeeze bottle” of 4% fl. oz. ca- 
pacity (containing 16 gm. sodium 
biphosphate and 6 gm. sodium 
phosphate per 100 cc.) and an at- 
tachable nontraumatic rectal tube. 
The tube, anatomically correct, is 
equipped with a rubber diaphragm 
to control flow and prevent leak- 
age. The unit was approved for 
use by members of the Mountain- 
side Hospital medical staff before 
the experiment was authorized. 

At the beginning of the study, 
preliminary observations were 
made by members of the faculty 
of the hospital’s school of nursing 
to determine the method of 
handling the disposable unit and 
to standardize Since 
this was a time study, 
personne] participating in the study 
were supplied with instruction 
sheets for the disposable unit and 
soapsuds enema with directions for 
(a) preparation of the patient (b) 
preparation of enema (c) adminis- 
tration of enema (d) aftercare of 
equipment. By this means waste 
motions through use of 
techniques were avoided. Prepara- 
tion of the patient was the same 
with either type of enema and time, 
therefore, was not recorded. Care- 
ful stopwatch time 
kept covering items (b), (c) and 
(d) on 112 patients given enemas 
by means of the disposable unit. 
As a 
given 
“standard” equipment. 

It is apparent from Table I that 


best 


procedures. 
and cost 


wrong 


records were 


patients were 


utilizing 


control, 36 


soapsuds enemas 


when an enema is given by means 
of the disposable unit the only 
equipment necessary is the unit it- 
self, which does not require warm- 
ing but can be administered at 
room temperature. Time saved in 
assembling the equipment in itself 
is no small item. Also, with the 


‘Disposable enema units used in the study 
supplied through the courtesy of C. B 
Fleet Co., Inc., Lynchburg, Va 
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Hospital personnel, as well as the patient, benefit during 














the use of effective, economical, timesaving, patient- 
saving diuretics—MERCUHYDRIN and NEOHYDRIN. 
NURSES—because patients are out of bed earlier, 
require less care. PH) \NS—because this diuretic 
combination is dependable insurance against relapses. 
And YOU—THE HOSPITAL ADMINISTRATOR—because 
MERCUHYDRIN and NEOHYDRIN ees hospital stays, 
ease bed shortages. 


a standard for initial control of severe failure 
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for nonrelapsing oral diuretic maintenance 
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TABLE lI—TIME STUDY OF ENEMAS 


Preparation time (average) 

Administration time (average) 

Aftercare of equipment 
{average time) 


a cs. os) sb oe one eK 0% 


disposable unit no time is spent in 
clean-up and sterilization 

Table II shows that the average 
time of preparation, administration 
and aftercare of equipment with 
the disposable unit is 1 minute 59 
compared with 
needed fo1 


enema 


econds. This figure, 
14 minutes 11 second 
administering a soapsuds 
equipment, indi- 


minutes 


using standard 


cates a net saving of 12 


12 seconds per enema in adminis- 


tering with the disposable unit 


This 


where methods simplification has 


spread might be even greater 
not been standardized 
Page et al (1), employing sub- 


jects suffering from con- 
tipation, also found that 

disposable unit required less time 
seconds 


to prepare (averaging 20 


for preparation) and less time to 
instill 


administration) than the 


(averaging 10 seconds foi 
soapsuds 
no time was 


store the 


enema, and, of course, 


necessary to clean and 
disposable unit 
Kehlmann (2), 


lar tests in two nursing homes, ob- 


results 


conducting simi- 


tained even more striking 


In geriatric patients: a net saving 


of about 28 minutes of nurse’s time 


.1 min. 59 sec. 


disposable unit soapsuds enema 


38 sec. 
6 sec. 


8 sec. 
2 sec. 


3 min. 
1 min. 4 min. 


15 sec. 7 min. 1 sec. 


14 min. 11 sec. 


in administering with 
as compared 


per enema 
the disposable unit 
with the time required by standard 
When a large number 


of enemas are given, these figures 


procedure 


become highly significant 
According to results of the 
Mountainside Hospital study, it is 
possible to give about seven ene- 
mas with the disposable unit in the 
time it takes to administer one 
soapsuds enema. In our studies the 
subjects varied from infants to pa- 
over 75 yvears of age and 
obstetric, 
When 


patients, as In 


tients 


included medical and 


surgical cases enemas are 
given to geriatric 
Kehlmann’s experience, as 
as 42 disposable unit enemas may 


be given in the time it takes to give 


many 


1 soapsuds enema. 
Patient reaction to the 
tration of enemas with the dispos- 


adminis- 


able unit was excellent. Some pa- 
tients volunteered the comment 
that they preferred it to the soap- 
suds enema and in no instance were 
complaints voiced by any of the 
Children were especially 
receptive to the disposable unit 
because of the less frightening ap- 
with 


subjects. 


paratus, lack of association 


TABLE Ill—COMPARATIVE COSTS OF TIME AND EQUIPMENT 


Registered Nurse 


Time 
Equipment 


Licensed Practical Nurse 
Time 
Equipment 


Orderly 
Time 
Equipment 


Aide 


Equipment . . 


soapsuds enema disposable unit enema 


costs in cents 


38.3 4.9 
30. 


34.9 


past unpleasant enema experiences 
and the added comfort of a smaller 
volume of fluid with the disposable 
unit as compared with a soapsuds 
enema. 
Enemas 
registered nurse, licensed practical 


were administered by 
nurse, nursing aide or orderly. A 
variety of personnel was used in 
the time cost study in order to 
make the data as complete as pos- 
sible with respect to the categories 
of personnel who might from time 
to time (or from hospital to hospi- 
tal) perform these duties. 
Table III details the 
preparation, administration 
cleanup for the 
and ‘“‘standard”’ equipment. Cost of 
determined 


costs of 
and 
disposable unit 


employees’ time was 
by prorating the hourly wage rate 
of the various types of personnel 
participating in the study. Cost of 
the standard was ob- 


tained by dividing the annual re- 


equipment 


placement figure by the average 
administered 


the disposable 


number of enemas 
Cost of 
based on the 


per year. 
unit manufac- 
turer’s quantity price. 

Exact costs of material and per- 
from 


Was 


sonnel will obviously 
hospital to hospital and in different 
sections of the country, as they are 


contingent both on the original or 


vary 


replacement cost of equipment and 
on prevailing wages. 

The Mountainside Hospital study 
confirms the fact that the dispos- 
able enema unit assures a worth- 
time of prepara- 
cleanup 


while saving in 
tion, administration 
of routine enemas, thus justifying 
its slight additional cost when ad- 
personnel in the 


and 


ministered by 
minimum wage brackets. 

Time thus saved on the part of 
nursing and ancillary personnel 
can be devoted to more productive 
and important duties, such as in- 
creased bedside care. In addition, 
both patient and employee morale 
appear to be improved by the 
adoption of the disposable unit. 
These findings indicate that a 
change from so-called “standard” 
enema equipment to the disposable 
single-use unit is well worth a 
trial on the part of any progressive 
hospital or nursing home. Ls 
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. . . add the electrolytes you 
with Ion-o-trate Additive Solutions 


How to achieve fullest results from your parenteral fluid therapy? Until 
rather recently, two difficulties hampered the average physician in this goal. 


The physician needed (1) quicker data on his patient’s changing fluid and 
electrolyte requirements, and (2) a practical means of compounding these 
special solutions. 

Today the first problem is yielding to simple new bedside and laboratory 
determination methods. The second is being met by Ion-o-trate, Abbott’s 


line of concentrated electrolyte solutions. 


When the physician has noted the fluids and electrolytes his patient 
requires, Ion-o-trate makes the compounding a routine matter. The 
physician merely pours the calculated quantity of desired Ion-o-trate 
solutions into his standard Abbott bulk solution. The result: an infusion 


precisely tailored to the individual need of each patient. 


Ion-o-trate is now supplied in a redesigned, quick-opening Abbo-Vial.* 
A plastic hood protects the pour area. Simply unscrew to break the seal. 
Pour as much or as little as you choose. Available as ammonium chloride, 
potassium chloride, potassium phosphate, sodium chloride, and sodium 


lactate, as well as dextrose, 50%. Convenient 
tear-off labels for labeling the bulk containers. Obbott 


so simple: 
just unscrew 
and pour 


need 
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A full-time purchasing agent may 
be a luxury that some smaller hospi- 
tals cannot afford. This 117-bed hos- 
pital found that its purchases were 
amenable to a routine, and the need 
for a specialist was not indicated. In- 
stead, each department head is his own 
purchasing specialist, schooled in hos- 
pital policy by the administrator as 
the central authority. 


5 es PLACE OF the full-time pur- 
chasing agent in the hospital 
field is, rightfully, so secure that he 
is often regarded as the sine qua 
non of efficient procurement. In 
this approach, the factor of size of 
the institution may be ignored or 
given too little importance, when 
actually it is the controlling fac- 
tor: Specialization in purchasing 
enters the administrative organiza- 
tion not on account of function 
alone but mainly because of the 
size and scope of the over-all op- 
eration. Indications are that hos- 
pitals appreciably over the 100-bed 
figure can do an effective job of 
procurement utilizing a distributed 
purchasing system under central 
administrative control. 

A recent sampling of some two 
score institutions in the 100- to 
125-bed range in the eastern states 
revealed only one or two which 
had a purchasing agent whose 
duties were apparently confined to 
purchasing. A few more had a full- 
time individual who was also re- 
sponsible for stock records. One 
such “full-time” buyer handled the 
receiving section, distributed sup- 


Robert A. Anderson is superintendent of 
Wyoming County Community Hospital, 


Warsaw, N.Y 
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how we make 


distributed purchasing 


work 


by ROBERT A. ANDERSON 


plies, and ran the printing ma- 
chine. 

Ideally, the 
combines the department heads’ 
knowledge of products at point of 
use with the administrator’s judg- 
ment as to how a given product o1 
a prospective purchase conforms 
to hospital policy or 
This calls for an individual of at 
department 
Such an individual must, essen- 


purchasing agent 


advantage 


least head _ calibe1 
tially, pay his way out of financial 


benefits to the organization. 
PURCHASES ANALYZED 


It is well known that the very 
small hospital does not warrant a 
specialist in this function. It is less 
well understood just how large a 
hospital must become before it can 
afford a purchasing agent with ad- 
ministrative capabilities and pre- 
rogatives. In an attempt to shed 
some light on the matter, an anal- 
ysis was made of all goods and 
services—other than payroll—pur- 
chased by the 117-bed Wyoming 
County Community Hospital dur- 
ing a one-year period. 

The total amount was distrib- 
uted four ways, as follows: 

1. Fixed price items, including 
public utility services; charges es- 
tablished by such outside agencies 
as affiliating colleges and associa- 
tions; administrative expenses, 
such as insurance, postage, collec- 
tion charges, etc.; also trade items 
with no “better than best” price 
basis for the size of hospital 
(dressings, solutions); and charges 
for servicing equipment. 

2. Annual bid items, such as fuel 


oil, milk and cream, certain canned 
goods, x-ray film and solutions 
elevator servicing, oxygen, and the 
bulk of the year’s equipment ac- 
quisitions. These items can essen- 
tially be forgotten during the con- 
tract period and all but the last 
require little revision of specifica- 
tions each yea! 

3. Drugs and the bulk of food- 
stuffs, whose purchase requires the 
participation of the department 
head to an overriding extent 

4. General supplies, in the realm 
of which a purchasing agent could 
make his presence felt, though not 
better 
individual 


necessarily to advantage 
than the department 
head. Some examples: dietary sup- 
plies, medical-surgical items, plant 
operation, maintenance and laun- 
dry supplies; linens, janitorial and 
paper goods; coffee shop needs, of- 
fice supplies and printing 

This is how it came out: 


Amount Pct 
$ 59,470 27 
43,668 20 
70,766 33 
44,321 20 
$218,225 100 


Category 

Fixed price 

Annual bid 

Drugs & balance of foods 
General supplies 


TOTAL 


PROCUREMENT ROUTINE 


Procurement in a hospital of this 
size, therefore, appears to be amen- 
able to a routine wherein the need 
for the purchasing specialist is not 
apparent. Indeed, his salary would 
exceed 10 per cent of the residual 
“General supplies’ amount in the 
above breakdown. Use of some de- 
pendable purchasing bureau might 
further reduce the potential activ- 
ity of the full-time man. 

Moreover, these items are now 
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being “shopped,” to a large extent, 
by department heads already 
armed with an intimate knowledge 
of their exact uses and particular 
merits. This, after all, is the first 
essential of efficient procurement. 
In our economy, one finds tobacco 











buyers and dress buyers and ore 
there are no “just plain” 
3y the same token, the hos- 
advan- 
storeroom 





buyers 





buyers. 





buyer cannot, with 
office 01 
with little background in 
materials, their applica- 
close 


pital 
tage, be an 






clerk 





hospital 





tions and implications. In 
consultation with the administra- 
tor, the department heads are able 
to cover their needs 
thoughtfully in a logical division 
of labor. Materials which they 
themselves have specified will have 
acceptance within their 
This is important in 







respective 








assured 





departments. 
reducing open or surreptitious re- 






jection and resultant wastage. 
When the requirements have 
been intelligently specified, the 
marketing phase of the purchasing 
function is fairly simple and can 
readily be handled by the admin- 
istrator and his office staff in the 










smaller hospital. 

To the requisite basic knowledge 
of products and pos- 
the department heads 
however, 






materials 





sessed by 





there must be added, 
some indoctrination in purchasing 
While it is 
not the purpose of this article to 
labor these oft-repeated principles 
to any great extent, several points 
being most 






procedures and ethics 








deserve emphasis as 
essential to a distributed purchas- 






ing function. 






FORMS SHOULD LIST PRICES 






Excepting only commodities spe- 
written di- 





cifically excluded by 
rective, all purchases of supplies or 
services must be effected on the 
official hospital order form, sup- 
ported by a written requisition ap- 
proved by the administration. Ap- 
plicable prices should be included 










whenever possible. 

Except in emergencies, requisi- 
tions should be forwarded by de- 
partment heads on rotating order 
days, thus giving the administra- 








tor or assistant ample time to study 





the completed requests. In many 
instances the source of an article 
may not be known to the depart- 
ment head, or the supplier may be 
suggested tentatively. In all cases, 
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active administrative review is ex- 
ercised. 

Purchasing must be kept on a 
competitive basis. The dietitian or 
housekeeper who, on her day off, 


crosses Main Street 20 times in 
search of bargains for her table 
should not deposit her shopper's 
instinct at her office door. Compar- 
ison of values and prices should 
become a habit, with records to 
show for it. Telephone calls, quo- 
tation letters and cards should be 
encouraged as a means of supple- 
menting the information obtained 
from salesmen. This does not mean 
that dependable suppliers should 
be dropped, capriciously, for insig- 
nificant price differences. 

In case the foregoing points 
leave any doubt of it, order-taking 
by salesmen on their rounds has 
no part in *his scheme. Sales rep- 
resentatives are permitted to see 
appropriate department heads, but 
the latter are coached in defending 
themselves, particularly from the 
purveyance of wares of which it 
can truly be said, ‘‘Who needs it?” 


ADEQUATE RECORDS ESSENTIAL 


An adequate system of records 
must serve to control the volume 
of purchases and_ stocks. This 
should include a perpetual inven- 
tory or complete purchase record 
files or a combination of the two, 
depending upon the accounting 
basis, the regular and cost account- 
ing systems in effect, the storeroom 
system, and the effective uses to 
which the records will be put. All 
issues must be based, in any event, 
upon written requisitions for- 
warded under a regular schedule. 

In the Wyoming County Com- 
munity Hospital, storerooms are 
maintained by the dietary depart- 


ment (all foods and dietary sup- 
plies), pharmacist (drugs and 
medical supplies), housekeeper 


(linens and housekeeping supplies) 
and business office (stationery sup- 
plies and printed forms). A per- 
petual inventory is kept by the 
dietary department, and purchase 
records by the other sections. A 
individual—department 
designated aide—has ac- 


single 

head or 
cess to each storeroom and issues 
supplies against stores requisition 


on a regular schedule. 

There is no duplication of stocks; 
in the few instances in which two 
service departments use the same 


item, one obtains its needs by req- 
uisition on the other. One advan- 
tage of this system is that stocks 
are closely related to actual de- 
partmental requirements, and are 
maintained at a relatively low 
level—less than $25,000 for the 
above storerooms at the last an- 
nual inventory. 

Department heads who share in 
the purchasing function must re- 
flect the ethics of the administra- 
tor, who serves as the ultimate 
purchasing agent. Their dealings 
with salesmen should be marked 
by courtesy combined with frank- 
ness. They should be as willing to 
listen as they are reluctant to com- 
mit themselves or the _ hospital. 





They must safeguard the confi- 
dence of quotations. They must 
deal fairly with all, reserving a 


bias only for the welfare of the 
hospital. Good judgment must not 
become withered in the warmth of 
overfriendly with 
representatives. Gifts should never 


relations sales 


be accepted, even when disguised 
as gratuitous “premiums” by 


houses of questionable ethical 
standing. 
Since department heads, like 


purchasing agents, are human, ab- 
solute objectivity toward compet- 
ing firms may be difficult to main- 
tain. Yet central administrative 
control provides at least two 
checks. One is that the administra- 
tor continues to see salesmen, if 
only, in some instances, by way of 
greeting. If a representative feels 
that he has been treated unfairly, 
ordinarily he will make his com- 
plaint known. Secondly, all pur- 
chasing activity must evidence reg- 
ular or spot comparison of prices; 
any departure from the most ad- 
vantageous terms available must 
be justified objectively. 

The taking of bids and informal 
quotations, in addition to its eco- 
nomic value, relieves department 
heads and the administrator of 
possible embarassment in the se- 
lection of suppliers. When it is not 
possible to take bids or quotations, 
the administrator has a good op- 
portunity to discuss the placement 
of orders at the time weekly requi- 
sitions are presented for his ap- 
proval. Over a period of time, 
hospital policy is made known and 
reinforced. 

There is no evidence that de- 

(Continued on page 96) 
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added certainty in antibiotic therapy with 
1. a new maximum in therapeutic efficacy 
«2. anew maximum in protection against resistance 
ty 3. a new maximum in safety and toleration 


an 
By 
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strenethened thers 7 with pleasing 


Sigma 


World leader in antibiotic development and production 


Suspension 


tthe antimicrobial spectrum of tetracycline 
extended and potentiated to include even those 
microbial strains, particularly among staphy 

cocci, resistant to previous antibiotic therapy. 


Supplied in bottles of 2 ounces, containing 
1.5 Gm. Sigmamycin. Each 5 ec. teaspoonful 
provides 125 mg. of Sigmamycin activity 
(oleandomycin 42 mg., tetracycline 83 mg.), 
mint flavored. ’ 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y 
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_[eguilimant and sufily teview 


curate count. The simplicity of the 
machine allows for rapid disman- 
tling, easy cleaning and shifting of 
set screws to change over to an- 
other counting operation. The ma- 
chine is useful in inpatient, out- 
patient and floor stock systems. 
The Burnet Co., Dept. H, E. Mid- 


land Ave., Paramus, N.J. 


Tablet-capsule counting 

machine (1B-1) 

Manufacturer's description: Machine fills 
plain and coated tablets, capsules, 
pills and wafers of normal sizes 


ini. ES. 





New venetian blinds (1B-2) 
Manufacturer's description: This new ve- 
netian blind is said to be the first 
real innovation in venetian blinds 
since 1756—the year that tiltable 
louvers and raisable blinds were 
first united. The new blind gives 
maximum darkness whenever 
needed, permits far greater con- 





a 


(5 to 15 mm) into vials, bottles, * 
cans, bags, etc., in rates up to 1,200 (aw 
units per hour. It is adjustable for 
tablets from 3/16 in. to % in. with- 





trol over light and air. The S- 
out additional parts. Simple shaped slats of this venetian blind 
design and versatile operation pro- are much wider than ordinary 
vide economies that insure an ac- slats, which are usually straight or 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 


torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 
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New Coplin staining jar (1B-7) 
Explosion-free circuit for gas burners 
(1B-8) 

Pre-sterilized needle packages (1B-9) 
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An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
The Editors. 































convex in shape. These slats flow 
together to give the blind a one- 
piece look. The blinds are avail- 
able in horizontal as well as 
vertical styles. Eastern Machine 
Products Co., Dept. H, 1601 Wico- 
mico, Baltimore 30, Md. 

















‘“‘Multi-Meal"’ containers (1B-3) 
Manufacturer's description: New Meal- 
pack Model 8-MM and 8-MM-E 
containers are designed to simplify 
the centralized vacuum sealing and 
decentralized serving of hot main 
reheating, at 
central 












without 
remote from the 
both container 


courses, 
points 
kitchen. In 





new 














models, eight partitioned 
brand dishes, each containing a full 
main course, fit snugly on top of 
each other into an insulated stain- 
less steel base. A stainless steel 
cover fits over the dishes and is 
clamped to the base to provide a 
compact eight-meal unit. The 8- 
MM, operating on a vacuum prin- 
ciple, is designed to keep meals at 
just-served temperatures for from 
one and one-half to two hours, and 
the 8-MM-E model, electrically 
heated, can maintain temperature 


pyrex 
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“ONE TIME USE” SPECIMEN BOTTLES 
sccmen somes §—=»-s-WL speed up laboratory work 


Laboratories find this new Sealkraft kone-shaped paper bottle 
especially well-adapted for a “one-time use” specimen 


isla ome aia receptacle. The specimen bottle is only one in the versatile 


line of specially designed containers for laboratory and clinical use. 
This laboratory line extends from the SPECIMEN BOTTLE and 
covers, PAPER “MEASURE CUPS” imprinted on the side for accurate 
medicinal dosage, SEALKRAFT CONTAINERS for laboratory 
and clinical use with an imprinting area for important data and 
LABORATORY CONTAINERS, plastic-coated for laboratory work, sputum 


SEALKRAFT CONTAINERS ; ze agi : 
and technical research. These Sealright containers are sturdy, 


compact for storing, easily disposable and completely sanitary. 
“For hospital use perfection, make Sealright your selection.” 


LABORATORY CONTAINERS 


Sealrigyht 


Oswego Falls Corp.—Sealright Co., Inc. 
Fulton, N. Y. Kansas City, Kan. 
Sealright Pacific Ltd., Los Angeles, California 
Canadian Sealright Co., Ltd., Peterborough, Ont., Canada 
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indefinitely at approximately 150 
F. through a built-in thermostatic 
control. Mealpack Corp., Dept. H, 
2014 Ridge Ave., Evanston, III. 


Refrigeration unit (1B-4) 

Manufacturer's description: Improved de- 
sign in the mechanical features of 
this refrigeration unit for use in 
cases of infected extremities prior 
to operation has been announced 
by the manufacturer. The efficien- 
cy of the unit has been increased 


ue ™ 
Was 


“ 


a 
through the use of a new silent 
explosion-proof rotary compressor 
for use in hazardous atmospheres. 
The usefulness of local refrigera- 
tion prior to amputation in cases 
in which infection is present has 
been established by clinical experi- 
ence. This procedure brings the 
infection rapidly under control and 
prevents its spread, while effec- 
tively 
pain. 


eliminating any existing 


Plastic mattress cover (1B-5) 

Manufacturer's description: Contour-type 
plastic designed to slip 
quickly over the mattress and keep 
it hygienically clean, are now be- 


covers, 


ing made available. The cover is 
made from nonallergic, fire-resist- 
ant plastic film that remains pli- 


able for years. It is guaranteed 
boilable and all seams are elec- 
tronically welded. Bechik Prod- 
ucts, Inc., Dept. H, 650 Eustis St., 
St. Paul 14, Minn. 


Cardiac monitor (1B-6) 
Manufacturer's description: The Cardiac 
Monitor provides continuous visual 





indication of cardiac rate and 
rhythm by needle deflection on 
large scale suitable for viewing by 
the entire surgical team, plus audi- 
ble indication, when desired, by 
plug-in ear-piece. Its 142-volt bat- 
tery circuit is less than 20 per cent 
of the maximum allowable in ex- 
plosive atmospheres such as sur- 
gery. The unit weighs only 3%4 
pounds with self-contained bat- 
tery power source permitting use 
anywhere. E & J Manufacturing 
Co., Dept. H, 100 E. Graham Place, 
Burbank, Calif. 

New Coplin staining jar (1B-7) 


Manufacturer's description: One feature 
of this new Coplin staining jar is 

















the nonbreakable plastic cap. Util- 
izing G.C.A. standard, continuous 
screw thread, this specially de- 
signed closure is a positive seal 
that assures an absolute minimum 


of evaporation. In addition, the cap 
has a corkbacked, foil liner that is 
impervious to organic solvents and 
all standard staining solutions. 
Mercer Glass Works, Inc., Dept. H, 
725 Broadway, New York 3, N.Y. 


Explosion-free circuit for 

gas burners (1B-8) 

Manufacturer's description. Synchronous 
Flame, Inc., has succeeded in en- 
gineering an explosion-free con- 
trol circuit for their gas burners 
which virtually eliminates any 
possibility of explosion even under 
conditions of bad misadjustment. 
This explosion-preventing circuit 
has been accomplished by a com- 
bination of electronic sensing de- 


vices and relays which automatic- 
ally lock out the starting circuit 
of the burner if explosion-produc- 
ing conditions should develop. An 
extra purging cycle is then acti- 
vated to clear the undesirable con- 
ditions. Manual reset of control 
circuit is mandatory before restart- 
ing. The circuit is useful in boilers 
of from 10 to 150 h.p. Synchronous 
Flame, Inc., Dept. H, Walworth, 
Wis. 


Presterilized needle packages 
(1B-9) 

Manufacturer's description: Standard 
American Luer needles are avail- 
able presterilized in individual ny- 
lon cases that protect the points. 
Sterile Damascus needles in ‘‘Nee- 
dletainers” are available in nine 


} 


—/ ‘4 a ; 


standard needle sizes. MacGregor 
Instrument Co., Dept. H, Needham 
92, Mass. 


Bowling set (1B-10) 


Manufacturer's description: Hospitals can 
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Save hundreds of dollars with 


“BASIC ONIT"’ 


Revolutionary New Multi- 
Purpose Frames and 
Interchangeable Features 
Combine to Meet Every 
Patient Requirement 


RIGID PADDED ARM 








MODEL 56-4255 
UPRIGHT BACK 


Colson's brand new 1956 design adds unsurpassed versatility to America's 
finest wheel chair! Now from a minimum supply, you can fit the require- 
ments of almost every patient as the need arises. Just combine stock 
features on a multi-purpose frame to provide a ‘‘tailor made’’ Colson 
VAaY 1-1 @tat-liame) Maat-t Coal (-tt-moreluliel a & 


Built to the highest durability standards, Colson Folding Wheel Chairs 
are the ultimate in safety engineering. Ruggedly constructed on durable, 
single unit frames, they're as impervious to collapse as furniture . . . yet 
RECLINING BACK they quickly and easily fold to a slim 11” width. Full frame flexibility gives 
complete control and maximum comfort, even on rough floor surfaces. 


DETACHABLE 
SWINGING FOOT REST 
(for tub entry) 


ELEVATING 


LEG REST \ d 
(for knee and leg injury) Ee” 


STANDARD NO FOOT OR LEG REST INDOOR OR 
FOOT REST (for single or double amputees) OUTDOOR TIRES 


smoother—quieter—faster rolling 
first choice for lasting efficiency 


Whether wheeling materials , supplies or patients , the complete COLSON line 
offers the finest in quality materials and superior workmanship. 


The Colson Corporation - General Offices, Elyria, Ohio 
Factories in Elyria, Boston, Toronto 


Write Today for FREE, Complete Catalogs! 
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now set up bowling alleys for re- 
habilitation patients at reasonable 
cost with a new portable game set. 

















molded of 


A new bowling pin 
polyethylene and a_ two-pound 
bowling ball give the game new 
freedom of movement. With the 
pins comes a triangular pin-spot- 
ting sheet and a portable backstop 
net. Lines scratched in the dirt or 
chalk or tape can mark off an alley. 
The backstop also serves as a 
carrying case for pins and ball. 
Cosom Industries, Inc., Dept. H, 
6012 Wayzata Blvd., Minneapolis 
16, Minn. 


Automatic coffee brewer (1B-11) 
With the 


Manufacturer's description: 


touch of the starting button, this 
coffee maker (1) measures out the 
exact amount of fresh coffee from 
the reservoir at the top; (2) brews 





the coffee with water at an exactly 
maintained temperature for a pre- 
set amount of time; and (3) it 
cleans itself of all the grounds. All 
this in a 3-minute cycle and the 
cycles can follow themselves im- 
mediately. Brewing capacity is 250 
cups per hour. The coffee maker 
has all moving parts concealed. 
Hill-Shaw Co., Dept. H, 311 N. 
Desplaines St., Chicago 6, III. 
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Hospital printed forms (1BL-1)— 
Catalog illustrates a variety of 
forms for use in admitting offices, 
laboratory, business office, nurses’ 
stations, etc. Bate’s Printing Office, 
Inc., Dept. H, 61 Hudson Ave., Al- 
bany 7, New York. 


Water softeners (1BL-2)—This 20- 
page bulletin deals with the ne- 
cessity for water softening and 
explains the fundamentals of soft- 
ening and selection of equipment 
and zeolites. Ask for Publication 
4520. Cochrane Corp., Dept. H, 
17th St., below Allegheny, Phila- 
delphia 32, Pa. 


Rolling doors and grilles (1BL-3)— 
The complete line of metal rolling 
doors, fire doors, flatslat shutters, 
rolling grilles, sliding grilles and 
escalator enclosures is described 
in this new 12-page catalog. The 
catalog includes detail drawings, 
specifications and _ special uses. 
Cornell Iron Works, Inc., Dept. H, 
13th St. and 36th Ave., Long Is- 
land City 6, N.Y. 


Portable sterilizers (1BL-4) — All 
types of portable sterilizers, in- 
cluding portable sterilizers for 
physician’s offices, dentist’s offices, 
hospital wards and clinics, are fea- 
tured in this brochure. Also shown 
is a series of cabinet sterilizers 
and combination outfits. Sham- 
paine Electric Co., Dept. H, 50 
Webster Ave., New Rochelle, N.Y. 


Office chairs (1BL-5)—This multi- 
colored, 80-page catalog develops a 
complete word and picture story 
around design, display, decora- 
tion and selection of proper office 
furniture and accessories. The new 
book also contains specifications 
for more than 150 distinctive chair 
styles. B. L. Marble Chair Co., 
Dept. H, 89 Willis, Bedford, Ohio. 


Safety code (1BL-6)—A new eight- 
page safety code for “Inspecting, 
recharging and maintaining fixed 
high-pressure carbon dioxide ex- 
tinguisher systems” is now avail- 
able. Covered in the new code are 











hydrostatic pressure-testing meth- 
ods, criteria for determining cylin- 
der usability and safety precau- 
tions to observe when recharging 
cylinders. Fifteen inspection 
checkpoints, covering the inspec- 
tion of hoses, valves, nozzles and 
cylinders, are also listed and dis- 
cussed. Fire Equipment Manufac- 
turer’s Assn., Dept. H, Suite 759, 
One Gateway Center, Pittsburgh 
22, Pa. 


Stationary diesel engines (1BL-7)— 
Bulletin describes the new four- 
cycle, six- and eight-cylinder en- 
gines which are naturally aspi- 
rated or supercharged, 215 to 1,025 
B.H.P. continuous. The engines can 
be furnished for low-cost dual fuel 
operation on either 100 per cent 
oil, natural or by-product gas. 
White Diesel Engine Division, 
Dept. H, White Motor Co., Spring- 
field, Ohio. 


Terrazzo floor maintenance (1BL-8) 
—Data on terrazzo floors and their 
maintenance is offered as well as 
further material on terrazzo and 
its applications and care. The Na- 
tional Terrazzo and Mosaic Assn., 
Dept. H, Room 404, 711 14th St., 
N.W., Washington 5, D.C. 


Vuclear medicine instruments (1BL-9) 
—This 14-page catalog illustrates 
equipment used in the various clin- 
ical isotope procedures. Clinical 
radioisotope accessories are shown. 
Reed-Curtis Nuclear Industries, 
Inc., Dept. H, 9459 W. Jefferson 
Blvd., Culver City, Calif. (Ad- 
dress Eastern inquiries to: Ameri- 
can Electronics, Inc., Dept. H, Field 
Engineering Office, 108 W. 15th St., 
New York 11, N.Y.) 


Canned citrus juices (1BL-10)—Fold- 
ers on this orange, grapefruit, and 
orange and grapefruit blend of 
juice bases are available from this 
company. Sold direct from the 
packer, these juices contain no ar- 
tificial coloring, no artificial flavor, 
and have no preservative added. 
The H. R. Nicholson Co., Dept. H, 
Kenshaw & Oakleaf Aves., Balti- 
more 15, Md. 
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Hospital completes second 
million-dollar campaign 










Administrator 
Frank G. Shefjler 
Architect: 
Walter Scholer & Associates 
Lafayette, Indiana 













Reid Memorial Hospital, Richmond, Indiana 









1956 Campaign 1948 Campaign 
Minimum Goal... .. $1,000,000 $ 750,000 


Pledged .......... 1,038,684 1,020,000 


















Eight years ago, Reid Memorial Hospital of mented on the firm’s S‘usual outstanding job 













Richmond, Indiana, surpassed its fund-raising as Professional Fund Counsellors’ and ex- 
objective and raised more than a million tended the Board’s “heartfelt thanks for a job 
dollars for a new 100-bed wing. Because of beautifully done.”’ 

the area’s rapid growth, however, these facili- This victory, which will assure construction 
ties soon became inadequate, and a 33% in- of a four story wing providing 144 additional 
crease in hospital use brought overcrowding to beds, was achieved through the efforts of civic- 
the critical point once again. In a letter to minded volunteers who worked hard and effec- 
Ketchum, Inc., Board President E. Gurney tively. Hundreds of citizens gave General 
Mann wrote: “Recalling your firm’s very im- Chairman Francis D. Gregg and other cam- 
portant contribution toward raising the funds paign leaders a standing ovation at the suc- 
in 1948, we are again coming to you...” cessful conclusion of the campaign. 

Despite complications due to strikes and If your hospital is planning to raise funds, 
employee layoffs in the community, the second we will be glad to consult with your Board at 
campaign also raised more than a million no obligation. Early planning will help to as- 
dollars, following which Mr. Mann com- sure the success of your Campaign. 








KETCHUM, INC. 


Campaign Direction * Public Relations 


CHAMBER OF COMMERCE Ef Il IN I Ss ), PA 














MEMBER 
CARLTON G. KETCHUM, President ss MC CLEAN work, First Vice President 
AN WALTER M. MEGRONIGLE, Vice President 







, ) , is 
NORMAN MAC LEOD, Executive Vice President Syk 











§O0 FIFTH AVENUE, NEW YORK 30, N.Y, JOHNSTON BUI ING, CHA oO 2, N.C. 





H. L. GILES, Vice President G. E. MATTISON, Southeastern Manager 
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there's no magic 
to preparing Cyc 


YUCCESSFUL menu writing con- 
)_Jsumes a considerable amount of 
demands 


professional time, and 


upon professional time in most 
hospitals usually exceed the sup- 
ply. Therefore, the progressive 
dietitian must avail herself of all 
possible time-saving devices. 
Unfortunately too often 
writing is looked upon as a burden, 


and is relegated to the end of the 


menu 


week, when more pressing respon- 


sibilities have been met. Many 
dietitians take menus home to write 
and find them- 


selves resenting every minute thus 


on their hours off, 


spent. This method frequently pro- 
duces a poor menu. When an ad- 
ministrative technique becomes a 
burden, it is time to reconsider and 
evaluate the end product 


REVIEWING OLD MENUS 


The dietitian should ask herself 
these questions: Have I checked 
my menus lately? Are they con- 
sistent in cost from week to week, 
or from month to month? Are they 
error-free in repetition of daily or 
weekly food 
they consistent in distribution of 
work loads, both from the prep- 
aration and service standpoints? 
Are they consistent in their nutri- 
Finally, do the 


combinations? Are 


tional adequacy? 
menus meet with the approval of 
patients and personnel? Do they 
meet with your approval? If you 
have answered “no” to any of the 


above questions, your menus are 


E. Virginia Pinney is director of food 
service, St. Luke's Hospital, Chicago 
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le menus 


just select your most successful menus 


and fit them into a schedule 


that best fits your hospital's needs 


by E. VIRGINIA PINNEY 


probably not doing the job that 
you should expect from them. 
Any tool that will result in a 
from the 
decrease 


more consistent menu 
above standpoints and 
preparation time is worthy of con- 
sideration. At St. Luke’s Hospital 
we have found cycle menus to be 
such a tool. 

I feel that the cycle menu will 
only be completely successful if 
it is a selective menu. There are 
those who will take exception, just 
as a friend of mine did recently. I 
had occasion to show a fellow- 
dietitian from a 50-bed hospital 
through St. Luke’s dietary depart- 
ment. I enthusiastically extolled 
the virtues of our selective cycle 
menu system, which has now been 
in operation for three years. I was 
a bit taken aback when my friend 
looked at me rather skeptically and 
said: “That’s all very well for you, 
since you have sufficient personnel, 
both professional and clerical, to 
write and tally such menus, as well 
as kitchen personnel to prepare 
them. Both my personnel and my 
food budget are limited and my 
menu has to be simple. I don’t see 
how I can afford selective menus. 
I can’t see how a cycle menu would 
benefit me other than as a time- 
saver. I feel that a cycle menu is 
apt to be inflexible and monoto- 
nous; and I’m not interested in 
using them even to save time.” 

After my guest’s departure, I 
found my thoughts returning to 
her comments, and I concluded 
that basically her situation was no 
different from mine, in spite of the 


relative difference in our hospitals’ 
bed capacities. My personnel and 
food budget are also limited yet 
when we instituted selective cycle 
menus, neither personnel nor pa- 
tient food cost increased. 

The average person, whether a 
patient or a fellow worker, likes 
simple, well prepared food that is 
familiar to him. It is not necessary 
to offer an elaborate selection of 
items, or foods that are exotic or 
difficult to prepare. A choice need 
not be offered in every menu item. 

We have found that the selective 
menu will not increase production 
problems if care is used in pairing 
of items. A variety of foods are 
probably already being prepared 
in the kitchen to provide for modi- 
fied diets. These additional items 
can be the nucleus for a selective 
menu without additional labor. 

Clerical assistance is necessary 
when a selective menu is used. If 
there is no leeway for part-time 
utilization of present employees, 
there is the possibility of using 
part-time help, school 
girls or homemakers. The returns 
in patient satisfaction will offset 
the additional cost many times 
over, as any administrator will be 
quick to recognize. 


possibly 


REDUCTION IN PLATE WASTE 


If the menus are properly planned 
with every item offered within the 
predetermined cost range, the cost 
per meal will not exceed the budget 
allowance. We have found one of 
the most helpful things about the 
selective menu is the accompany- 
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ing reduction in plate waste. For 


example, before we instituted a 


selective menu for ward patients, 
we served milk, instead of cream, 
with the coffee. When the selective 
menu was instituted, we saved 
enough money on bread waste to 
more than pay the cream bill. 

Plate waste in general was re- 
duced, and we found that many pa- 
tients preferred salads to a vegeta- 
ble, so we adjusted our selection 
pattern to offer a choice of two out 
of three items; potato, vegetable or 
salad. We actually prepare less of 
each item than when we formerly 
gave each general patient one serv- 
ing of each item. 

Considering patient satisfaction 
alone, the person responsible for a 
hospital food service should ex- 
plore all the possibilities for using 
selective menus, regardless of the 
hospital’s bed capacity 

In the operation of a personnel 
cafeteria, the use of a selective 
menu is almost a necessity, if the 
cycle menu is to be successful. 


SETTING UP CYCLE MENUS 


Establishment of cycle menus 


will require more time, for each 
menu must represent the dietitian’s 
best efforts. We did not attempt to 
write a set of cycle menus at one 
sitting. It was done over a period 
of a year’s time. We started to 
work in the spring and each week 
for four weeks, we wrote menus 
just as we had done in the past, 
spending more time than formerly, 
in an effort to make them as error- 
free as possible. 

When the menus were in actual 
use, we noted errors. At the end 
of the four-week period, we went 
back to the first week of the series, 
incorporated the corrections, and 
repeated the set. After this set had 
rotated four times, we had made 
many changes in the original 
menus, and had perfected them as 
much as possible. 

We then started work on a sec- 
ond set, going through the same 
procedure. Following this period, 
we wrote a third set of menus 
consisting of four weeks. We now 
have three sets of four-week 
menus; a total of twelve weekly 
menus, written and corrected in 
the season of the year in which 
we intended to use them. The four- 
week period was chosen, because it 
is longer than our average patient 
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stay, and, we hope, the memory 
of those who eat in our cafeteria. 

When the initial project is fin- 
ished, a minimum of administra- 
tive time is spent amending the 
original pattern for use. Each week 


we go over the set to be used the 
following week, taking into consid- 
eration holidays, vacations, or 
changes in production personnel. 
When a menu 
scarce or beyond our budget, it is 
changed to a new item or to a 
cheaper form of the old item. We 
frequently try new recipes, keep- 
ing them on the menu if we like 
original 


item has become 


them, reverting to the 
item if we do not. For variety, we 
may change the form in which a 
food appears, such as braised beef 
with mushrooms instead of beef 
stew. 

The cycle menus we are 
this year have had many changes 
made in them both in format and 
in content from the original menus. 
The secret of the successful cycle 
menu is that the user does not 
consider it as a “sacred cow,” but 
does make sufficient 
keep them up to date with the 
changes in his operating policies 
and changes in the food markets. 
These menus must be used as a 
rather 


using 


changes to 


guide and a convenience 
than a fixed pattern. 

DEVELOP VALUABLE RECORDS 

The time-saving factor is only 

one of the advantages to be gained 

With 


cycle menus, it is also possible to 


from use of cycle menus. 


establish records which are of 
value in estimating the required 
number of servings. For instance, 
we have found that when we have 
ham and lamb stew as the cafeteria 
selection, 80 per cent of the total 
census will select ham and 18 per 
cent, lamb stew. Two per cent of 
the customers will not take either 
entree. 

When we offer ham with ham- 
burgers as the choice, 41 per cent 
of the customers will choose ham, 
and 62 per cent, hamburgers, a 
total of 103 per cent, indicating 
that some of our customers eat two 
entrees. The per cent ration is ap- 
plicable whether there are 400 or 
600 customers in the cafeteria. We 
also note the weather at time of 
service, for extremely cold, hot, or 
inclement weather can change the 
pattern. 


At St. Luke’s we keep separate 
records for cafeteria and patients, 
due to our organizational setup 
within the department. However, 
in a smaller operation, records 
could be easily kept for the com- 
bined patient and personnel census. 
Through these records we can very 
accurately estimate the amounts 
of finished products needed, there- 
by better controlling the ordering 
of raw foods. We feel that we are 
protected against over-production 
and over-purchasing to a degree 
that we were not able to achieve 
prior to cycle menus, and the keep- 
ing of this type of records. 

Another useful feature of such 
records is that personnel other 
than the dietitian can take the 
information and with the aid of 
a reliable purchasing guide* can 
do an acceptable job of food order- 
ing when it is necessary. The die- 
titian in the small hospital or the 
shared dietitian may find it pos- 
sible to delegate much of the pre- 
liminary estimation necessary be- 
fore food purchases are made. 

Cycle menus also help establish 
standardization procedures. Cycle 
menus make it possible to stand- 
ardize recipes as well as to stand- 
ardize production procedures for 
the entire menu. Whenever a menu 
is repeated, generally the same 
problems in production are re- 
peated; and the personnel involved 
are better able to plan their time 
and efforts to the best advantage. 

In my opinion, this fact is of 
particular value in the dietary de- 
partment where the employees are 
not under direct supervision of a 
professionally qualified dietitian 
for hours or days at a time. Once 
the shared dietitian has worked 
out the necessary production tech- 
niques with her employees, she can 
depend upon the cycle menu to 
help keep such procedures uniform. 
It will greatly lessen the possibility 
of dietary employees not being able 
to serve the meal on time. 

If you have delayed trying cycle 
menus because you dreaded facing 
a “big change” in an already over- 
crowded schedule, hesitate no 
longer. Start with the menus you 
now have, and build your cycle set 
each week as you go along. 

The new AHA selective cycle 
menu, introduced in this issue of 

*Master Menu Food Purchasing Guide. 


Chicago, American Hospital Association, 
1953. 
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this Journal, will be of great help 


to you in setting up your cycle 


menus. 

There isn’t any magic trick to 
it. If you are planning menus on 
an organized 


basis now, you can 


NOTES AND 


Inspection marks for poultry 


Two-color folder explaining fed- 
eral inspection and grade marks for 
poultry has recently been pub- 
by the United States De- 
These 


lished 
partment of Agriculture. 


stamped on poultry and 


assure the insti- 


labels, 
poultry products, 
tutional and home buyers of qual- 
ity and wholesome products. 
The inspection mark shows that 
they have been examined for 
wholesomeness 
ernment supervision during proc- 
essing in officially approved proc- 
essing plants. The inspection stamp 
Inspected for Wholesome- 
ness by U. S. Department of Agri- 
culture. These words on the label 


under close gov- 


reads: 


are proof that the inspector has 
found the bird and 


gans (giblets) wholesome for food 


its edible or- 


and free of any abnormal condi- 
tions 

The institutional buyer can find 
this inspection mark on chilled or 
frozen ready-to-cook whole chick- 
ens, turkeys, ducks and geese, and 
on cut-up parts of chicken and 
turkey. The inspection label is also 
stamped on frozen cooked or partly 


easily make the transfer to a cycle 
menu system. Determine the cycle 
most suited to your operation and 
begin. You will find yourself reap- 
ing benefits that you had not be- 


lieved possible. 7 


COMMENT 


cooked chicken turkey pies, 
soups, canned chicken and turkey. 

The and 
grade mark indicates the product 


and 


combined inspection 
has been graded for quality as well 
as inspected for wholesomeness. 
The combined mark can be found 
on chilled or frozen ready-to-cook 
whole chicken, turkeys, ducks, and 
geese, and cut-up parts of chicken 
and turkey. 
Copies of 

299) can be 
the Superintendent of Documents, 
U. S. Government Printing Office, 
Washington 25, D.C . 


(PA No 


writing 


this folder 
secured by 


Corn plentiful this month 


Canned sweet corn is among the 
list of plentiful foods open to the 
institutional buyer this month. The 
ideal growing conditions, coupled 
with new high yields per acre, re- 
eceorn 
1956 
To speed up merchandising of this 
product, the U. S. Department of 
Agriculture and the corn canning 
industry are Case 
O’Canned Corn Week, January 23- 


February 2. 


sulted in a record canned 


pack of 36 million cases in 


sponsoring 


1957 
USDA 
several hospital 
tian can incorporate canned sweet 
corn into her menus. Some of the 


plentiful 
suggests 
dieti- 


In the January 
foods listing, the 


ways the 


included are 
with 


menu suggestions 
stuffed green peppers 
loped corn and corn fritters with 
crisp bacon and maple syrup. 
Whole kernel corn may be added 
to escalloped and 
soned with curry powder. Sliced 
ripe or stuffed olives add zest to 
cream style corn. Hot cream style 
corn may be combined with mus- 
and frankfurters or 
sliced sausage links. . 


scal- 


tomatoes sea- 


tard sliced 


cor y\ked 
Selective menu sheet 


One important problem to solve 
in instituting a selective menu is 
the development of an attractive, 
readable and complete 
menu sheet or card for the patient 
to use in marking his food choices 


selective 


One sample menu selection sheet 
that meets the above qualifications 
is shown below 

The attractiveness of this 842” 
by 131%” sheet can be enhanced by 
the use of color for the words, Dear 
Patient and North Pavilion, and the 
vertical rules. 

Complete instructions are given 
as to how to mark the sheet and 
when it will be picked up. Patients 
are informed that the menus are 
subject to change and that addi- 
tional servings are available upon 
request. If the hospital cannot of- 
fer the service of additional por- 
tions, this information can be easi- 
ly omitted from the form " 





Dear Patient 


Room 
Date 


breakfast 


This is your menu for tomorrow 
collected at 10 a.m. today. If you have not made your selections at that time 


Name Room 


Diet Date 


NORTH PAVILION — JOHN SMITH HOSPITAL 


Please circle all food items you wish to order. This menu will be 
the dietitian will check the menu for you 


Name Room 


Diet Date 


Milk Butter Coffee Milk Butte Coffee Butte Coffee 
Cream Ta) k e Cream 


Chocolate Milk Jelly Cream Chocolate Milk Jelly y 
Buttermilk Rye Bread Tea Buttermilk Rye Bread Tea Rye Bread Tea 

Skim Milk White Bread Cocoa Skim Milk White Bread Cc a White Bread Cocoa 
Fruit Juice Whole Wheat Bread Hot water Fruit Juice Whole Wheat Bread Whole Wheat Bread Het water 
Sugar Toast Sanka Toast Sanka Sugar Toast Sanka 


Hot water 
Sugar T 


Crackers Crackers racker 











These menus are subject to change. Additional servings are available upon request. 
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presenting... AHA cycle menu service 
HOSPITALS introduces its first 


selective cycle menu--21-day spring menu for Midwest 


hospitals. Also featured are weekly market orders 


for perishables and a storeroom standard inventory. 


_ AMERICAN HOSPITAL Associ- 

ation introduces its new menu 
service in the firm belief that se- 
lective cycle menus are an effec- 
tive tool for improving hospital 
food service in both small and 
large hospitals. Selective cycle 
menus simplify menu _ writing, 
build good hospital-community re- 
lations, reduce plate waste, and 
promote standardization of reci- 
pes and food production proce- 
dures. 

With cycle menus, time spent in 
menu writing is greatly reduced. 
One set of 21-day menus is devel- 
oped for each of the four seasons: 
spring, summer, fall and winter. 
The menus are then repeated every 
three weeks throughout a season. 

A cycle menu that offers a choice 
of certain items builds good will 
between the hospital and its pa- 
tients as well as between the hos- 
pital and the community. Patients 
and personnel have a warmer re- 
gard for a hospital that gives them 
a voice in the selection of the food 
they will eat. 

When the same selective menus 
are repeated, valuable comparative 
records can be developed on food 
choices of patients and personnel. 
These records enable the dietitian 
to estimate more accurately the 
required number of servings of an 
item. Whenever the cycle menu 
is repeated, new problems in pro- 
duction are eliminated as person- 
nel become more familiar with the 
over-all operation and are able to 
make better use of their time. 

The AHA will publish a 21-day 
selective cycle menu for each sec- 
tion of the country and season of 
the year. There will be separate 
spring, summer, fall and winter 
menus for the Midwest, South- 
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Southwest, East and North-North- 
west. The spring menus are to be 
used during March, April and May; 
the summer ones, June, July and 
August; fall menus, September, 
October and November, and the 
winter menus during December, 
January and February. 

The first of these menus, the 
spring cycle menu for the Mid- 
west, is included on pages 69, 70 
and 72. The January 16 issue will 
feature the spring cycle menu for 
the South-Southwest, and the Feb- 
ruary 1 and 16 issues will include 
spring menus for the East and 
North-Northwest, respectively. 

The summer cycle menus will be 
included in the April and May is- 
sues Of HOSPITALS, JOURNAL OF THE 
AMERICAN HOSPITAL ASSOCIATION. 


Hospitals using the AHA Master 
Menu service are asked to use the Jan- 
uary and February 1956 menus, pub- 
lished in the December 1955 and 
January 1 and 16, 1956 issues of this 
Journal, until the new cycle menu 
service goes into effect March 1. 





The July and August issues will in- 
clude the fall cycle menus and the 
September and October issues will 
feature the winter menus. 

To make sure that the regional 
menus reflect the food tastes and 
market trends of a particular re- 
gion, hospital dietitians from vari- 
ous sections of the country have 
been invited to prepare the menus. 

This new menu service is geared 
to a 50-bed hospital. However, it 
can be easily adapted for use by 
larger hospitals. In planning the 
menus, careful consideration has 
been given to keeping the menu 
and food production operation sim- 
ple for the smaller hospital. In ad- 
dition to this, a moderate to low 


cost food budget was used. 

Larger hospitals with a more 
liberal food budget and_ larger 
staffs may wish to substitute more 
expensive items for some of the 
menu selections or to prepare a 
more costly and time-consuming 
adaptation of the suggested menu 
item. 

This cycle menu 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 
One of the choices offered is de- 
signed for use on modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets. Items labeled 
(S) are for the soft and other 
modified diets. Where the letters 
(FS) appear, the menu item can 
be served on both the full and 
soft diets. 

An added feature of the new se- 
lective cycle menu service is the 
weekly market orders for perish- 
ables. It includes the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. By 
using a multiple of 50, larger hos- 
pitals can easily arrive at their 
market orders for perishables. 

In addition to the spring cycle 
menu for the Midwest and the 
market orders for perishables, this 
issue of HOSPITALS includes the 
storeroom standard inventory 
(page 73). This is a list of supplies 
that the 50-bed hospital should 
have in the storeroom at the be- 


features a 


ginning of each 21-day cycle. 
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Ist WEEK MIDWEST SELECTIVE SPRING CYCLE MENU—prepared by E. Virginia Pinney, director of food service, St. Luke’s Hospital, Chicago 








(F)—Full Diet 


Ist week market order for perishables (per 50 beds) 


breakfast 


noon 





Half Grapefruit 
or Pear Nectar 
Farina 
or Corn Flakes 
Soft Cooked Egg 


Chicken-Noodle Soup 
Hamburger on Bun, with Catsup and Sliced Dill Pickle (F 
or Grilled Salmon Steak with Tartar Sauce or Lemon Wedge (5 
French Fried Potato (F 
Buttered Green Beans ‘S) or Cauliflower Polonaise (F 


Assorted Relishes or Sliced Orange-Onion Ring Salad with French Dressing 


Pineapple Upside-Down Cake with Whipped Cream (F 
or Canned Sliced Peaches (S 


night 





Chilled Cranberry Juice 

Ham Loaf with Mustard or Roast Sirloin of Beef au Jus (FS 
Oven-Browned Potato (FS 

Buttered Peas (FS) or Stewed Tomato 

Pear-Mint Jelly Salad (S) or Mixed Green Salad—Mayonnaise (F 
Peppermint Ice Cream or Butterscotch Meringue Pudding (FS 





Sliced Banana 
or Orange Juice 
Whole Wheat Cereal 
or Puffed Wheat 
Bismarck 


Peach Nectar with Lemon Wedge 
Broiled Steer Liver with Bacon (S 
or Stuffed Pepper with Tomato Sauce (F 
Parsley Buttered Potato (FS 
Mashed Squash (S) or Buttered Broccoli (F 
Marinated Calico Slaw or Mixed Fruit Salad with Mayonnaise 
Lemon Grapenut Pudding (FS) or Italian Prune Plums 


Cream or Celery Soup 

Breaded Veal Cutlet with Tomato Gravy or Chicken Fricassee (FS 
Buttered Noodles (FS 

Buttered Sliced Beets (F) or Frozen Asparagus Cuts (S 

Waldorf Salad or Head Lettuce with 1000 Island Dressing 

Cherry Shortcake with Whipped Cream (F) or Whole Peeled Apricots |S 





Stewed Prunes 

or Orange Juice 
Oatmeal 

or Ready-to-Eat 


Malt Flake Cereal 


Bacon Curls 
Toast 


Vegetable Soup 

Beef Pot Pie with Flaky Crust (F) or Lamb Patty with Mint Jelly (S 
Mashed Potato (FS 

Buttered Spinach (S) or Creamed Onions ‘F 

Chef Salad or Pineapple-Cottage Cheese Salad—French Dressing |F 
Vanilla Ice Cream (FS) or Kadota Figs 


Apple Cider 

Roast Loin of Pork with Gravy (F) or Jelly Omelet (S 

Escalloped Potato (FS 

Buttered Lima Beans or Glazed Carrots \FS 

Mixed Raw Vegetable Salad or Citrus Fruit Salad—French Dressing 
Rice Pudding with Raisin Sauce (FS) or Royal Anne Cherries 





Applesauce 
or Orange Juice 
Whole Wheat Cereal 
or Ready-to-Eat 
Rice Cereal 
Scrambled Eggs 


Split Pea Soup 
Welsh Rarebit on Rusk with Sausage Links 
or Boiled Beef with Horseradish (FS 
Baked Potato (FS 
Pimiento Wax Beans (F) or Buttered Peas with Celery S 
Pickled Beet-Onion Salad or Apricot-Toasted Coconut Salad—Mayonnaise 
Chocolate Icebox Cake or Bartlett Pear Half (FS 





Frozen Apricots 

or Orange Juice 
Farina 

or Corn Flakes 
Coffeecake 


Cranberry Juice Cocktail 
Swiss Steak with Gravy (F 
or Broiled Whitefish with Lemon or Tartar Sauce ‘S 
Parsley Buttered Potato (FS 
Sliced Carrots (FS) or Tiny Whole Beets 
Chef Salad 
or Grapefruit Section-Green Pepper Ring Salad with French Dressing 
Tutti Frutti Ice Cream @r Applesauce Cake with Mocha Frosting (FS 


Pineapple Juice Cocktail 
Roast Chicken with Dressing and Giblet Gravy (FS 
or Creamed Sweetbreads on Toast 
Mashed Potato (FS 
Whole Kernel Corn (F) or Buttered Asparagus ‘S$ 
Molded Fruit Salad or Tossed Green Salad—French Dressing 
Jelly Roll (F) or Orange Sherbet (S 





Cream of Corn Soup 
Codfish Cake with Tartar Sauce 
or Pot Roast of Beef with Vegetable Gravy (FS 
Creamed Diced Potato (FS 
Stewed Tomato or Baked Hubbard Squash (FS 
Peach-Apple Butter Salad or Shredded Lettuce-Egg Salad-Mayonnaise 
Floating Island (FS) or Pineapple Tidbits with Cookie 











Sliced Orange 
or Canned Sliced 
Peach 
Rolled Wheat Cereal 
or Puffed Rice 
Poached Egg 


Half Grapefruit 

or Apricot Nectar 
Oatmeal 

or Puffed Wheat 
Soft Cooked Egg 


Oxtail Soup 

Irish Lamb Stew or Baked Veal Cutlet with Mushroom Gravy (FS 
Brown Rice 

Seven-Minute Cabbage or Julienne Green Beans 

Head Lettuce Salad or Mixed Fruit Salad—French Dressing 

Snow Pudding with Raspberry Sauce or Sliced Banana with Cream 


Tomato Juice 
Corned Beef Brisket with Mustard 

or One Half Broiled Chicken with Spiced Pear Garnish FS 
Steamed Potato in Jacket (FS 
Buttered Peas (S) or Cauliflower in Cream (F 
Perfection Salad or Blush Pear Salad with Cream Cheese Dressing 
Frosted Brownie (F) or Coffee ice Cream |S 





Pineapple-Orange Juice Cocktail 

Roast Tom Turkey with Dressing, Gravy and Cranberry-Orange Relish (FS 
or Braised Beef with Mushrooms 

Whipped Potato (FS 

Baked Hubbard Squash (S) or Chopped Spinach with Lemon (F 

Citrus Fruit Salad or Row Vegetable Salad—Mayonnaise 

Chocolate Sundae (FS) or Canned Bing Cherries 





Chuck-Eye Roll 
Brisket (Fresh 
Brisket, Corned 
Liver 

Ground 

Sirloin (B.R.T. 
Stew 

Swiss Steak 
Sweetbreads 


| Ground Shoulder 
Stew 


| Loin (Boneless 

| Sausage Links 

Bacon 

Ham (Pullman Canned 
| Butts (Smoked 


(S)—Soft Diet 


Item, Specifications, Amounts & No. of Servings 


Steer 


12-14 
24-26—14 


Cutlets 4-14, U.S. Good 


ABC Broth 
Open-Faced Ham Sandwich with Mustard and Stuffed Olives 
or Tuna-Noodle Casserole (FS 
Potato Chips 
Sliced Beets (S) or Buttered Broccoli (F 
Pineapple-Cream Cheese Salad or Chef Salad—French Dressing 
Frosted Pound Cake (FS) or Frozen Peaches with Cookie 





(FS)—Full and Soft Diet 


BEEF FISH 


U. S. Good 
U. S. Good 
U. S. Good 


90 
120 
30 
100 
100 
45 


Cod Fillets 
Salmon Steaks 
White Fish Fillets 


30 Ibs 
40 Ibs. 
10 Ibs 
20 Ibs 
25 Ibs 
15 Ibs. 
25 Ibs. 125 
25 Ibs. 100 
2 Ibs. 8 


Pink, 5 oz. each 

Canadian 
POULTRY 

5 Ib. av., Grade A 

2 Ib. av., Grade A 


U. S. Commercial 
U. S. Good 
U. S. Good 
4-1#, U.S. Good 


Fowl (Eviscerated 
Fryers (Eviscerated 


FRESH FRUITS 
Jonathan, 113s 
Ripe 

Seedless, 70s 


Apples 
Bananas 
Grapefruit 
Lemons 
Oranges 


LAMB 
U.S. Good 
U. S. Good 

PORK 
10-12 Ibs. 


10 Ibs. 
5 Ibs. 


40 

25 
176s 

FRESH VEGETABLES 
Bag 
Topped, bag 
Pascal, 30s 


30 Ibs. 

5 Ibs. 
12 Ibs. 
20 Ibs. 
10 Ibs. 


90 


s Cabbage 


Carrots 
Celery 
Cucumbers 
Lettuce 
Onions, Dry 


80 
50 


VEAL Head, 48s 


25 Ibs. 120 50 Ib. bag 


Bread, 


Item, Specifications, Amounts & No. 


Turkeys (Eviscerated) 20 Ib. av., Grade A 


butter and a choice of beverages are to be included with each mea 


of Servings Item, Specifications, Amounts & No. of Servings 

1 doz 

1 doz 

300 Ibs 

1 doz 

20 Ibs. 100 
1 lug, 30 Ibs. 


Bunch 
Bunch 
Bag, No. | 
Bunch 


Onions, Green 
Parsley 
Potatoes, White 
Radishes 
Squash, Hubbard 
Tomatoes 


5 Ibs. 
8 Ibs. 
5 Ibs 


20 
25 
20 


R ked (5x6 
60 Ibs. epacked (5x 


100 Ibs. 
60 Ibs 


80 
200 
100 


FROZEN FRUITS 
Halves, 8 Ib. can 
Con., 32 oz. can 
Sliced, 8 Ib. can 


100 
384 
100 


24 Ibs 
12 cans 
24 Ibs 


Apricots 
Orange Juice 


1 box Peaches 


30 Ibs. 
2 boxes 
1 doz 
2 boxes 


113 
90 
280 


FROZEN VEGETABLES 

Cuts, 2! Ib. pkg 

Julienne, 2'% Ib. pkg. 

Small, green 

Cuts, 2% Ib. pkg 

Stems, buds, 2 Ib 
pkg. 

2'4 Ib. pkg 

2" Ib. pkg 

2% Ib. pkg 

1 Ib. pkg 


30 Ibs 
30 Ibs 
7'% Ibs 
15 Ibs. 
15 Ibs 


180 
180 
45 
90 
‘90 


Asparagus 
Beans, Green 
Beans, Lima 
Beans, Wax 
Broccoli 


350 


50 Ibs. 
50 Ibs 
] crate 
1 doz. 
2 crates 
1 bag 


200 
75 
150 7" Ibs 
15 Ibs 
5 Ibs 


8 Ibs 


45 
90 
90 
32 


Cauliflower 

Peas 

Spinach, Chopped 
Squash, Winter 
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2nd WEEK MIDWEST SELECTIVE SPRING CYCLE MENU—prepared by E. Virginia Pinney, director of food service, St. Luke’s Hospital, Chicago 





breakfast | noon night 





4 

Stewed Prunes Vegetable Soup Grapefruit Juice 

or Orange Juice Egg Cutlet with Tomato Sauce (S Browned Beef Hash with Catsup (F) or Roast Leg of Lamb with Gravy (S 
Whole Wheat Cereal or Baked Stuffed Pork Chop (F Baked Potato (FS 

or Ready-to-Eat Parsley Buttered Potato (FS Buttered Succotash or Buttered Peas (FS 

Malt Flake Cereal Stewed Tomato (S) or Escalloped Cabbage (F Carrot-Raisin Salad or Mixed Fruit Salad with Honey Orange Dressing 
Sweet Roll Pineapple-Marshmallow-Date Salad Blueberry Muffin with Jelly or Butterscotch Ice Cream (FS 
or Tossed Salad Greens—French Dressing 
Creamy Tapioca with Whipped Cream (FS) or Canned Apricot Halves 





Sliced Orange Vegemato Juice Cocktail Chicken Barley Soup 
or Bartlett Pear Braised Beef Shortribs Jardinere (S) or Meat Loaf with Chili Sauce (F Minced Turkey on Toast (FS 
Half Mashed Potato (FS or Baked Halibut with Lemon or Tartar Sauce 
Oatmeal Buttered Green Beans (FS) or French Fried Cauliflower Buttered Diced Potato (FS 
or Corn Flakes Peach Cup Salad or Chef Salad with French Dressing Buttered Sliced Carrots (FS) or Glazed Parsnips 
Scrambled Eggs Chocolate Pudding (FS) or Kadota Figs Waldorf Salad or Endive Pimiento Salad with Vinaigrette Dressing 
Banana Cake (FS) or Frozen Peaches with Sugar Wafer 





Sliced Banana Chicken Creole Soup Apple Juice 
or Orange Juice Grilled Canadian Bacon with Glazed Pineapple Ring Roast Sirloin of Beef au Jus (FS) or Broiled Liver with Onion Sauce 
Farina or Baked Veal Steak with Gravy (FS Mashed Potato (FS 
or Ready-to-Eat Baked Sweet Potato (FS Buttered Broccoli (F) or Whipped Squash (S 
Rice Cereal Buttered Asparagus Spears or Corn Pudding Spiced Pear—Carrot Curl Salad 
Bran Muffin | Citrus Fruit Salad or Head Lettuce Salad—French Dressing or Raw Vegetable Salad with 1000 Island Dressing 
Apple Brown Betty with Cream or Chocolate Malted Ice Cream (FS Prune Whip (FS) or Italian Prune Plums 


wednesday 





Baked Apple with Lentil Soup Chicken Broth with Vermicelli 
Cream Roast Pork Loin with Gravy (FS) or Cheese Fondue Barbecued Beef on Bun (F) or Grilled Lamb Steak with Mint Jelly (S 
or Orange Juice Creole Rice (F Parsley Buttered Potato (FS 
Whole Wheat Cereal Buttered Carrots with Peas (FS) or Diced Buttered Turnips Buttered Brussel Sprouts (F) or Wax Beans (S 
or Bran Flakes Macedoine Salad or Apricot-Toasted Cocoanut Salad with Mayonnaise Molded Fruit Salad or Chef Salad—French Dressing 
Poached Egg White Cake with Frosting (FS) or Mixed Fruit Cup Lemon Bread Pudding with Foamy Sauce (FS) or Canned Pineapple Tidbits 





Half Grapefruit Clam Chowder Spiced Grape Juice 
or Prune Juice Frankfurters with Mustard Baked Chicken with Gravy and Cranberry Sauce (FS 
Rolled Wheat Cereal or Broiled Fresh Codfish with Tartar Sauce or Lemon (FS or French Fried Scallops with Tartar Sauce or Lemon 
or Puffed Rice Cereal Hot Potato Salad Escalloped Potato (FS 
Raised Doughnut Stewed Tomato with Celery (FS) or Buttered Lima Beans Buttered Spinach with Riced Egg (FS) or Buttered Cauliflower Buds 
Bacon Mixed Green Salad or Fresh Fruit Salad—French Dressing Asparagus-Pimiento Salad or Pear-Date Salad—Mayonnaise 
Baked Custard (FS) or Vanilla Ice Cream Cherry Cobbler with Cream or Whole Peeled Apricots (FS 





Frozen Boysenberries Apricot Nectar Cream of Mushroom Soup 
or Orange Juice Broiled Beef Patty on Bun (S) or Baked Spareribs with Barbecue Sauce |F Yankee Pot Roast with Gravy (F) or Omelet (S 
Oatmeal French Fried Potato Buttered Noodles (FS 
or Ready-to-Eat Mashed Hubbard Squash (S) or Sauerkraut (F Buttered Carrots or Buttered Green Beans (FS 
Wheat Cereal Assorted Relishes or Citrus Fruit Salad—French Dressing Mixed Fruit Salad or Cottage Cheese with Chives—Mayonnaise 
Soft Cooked Egg Vanilla Ice Cream (FS) or Graham Cracker Pudding Banana Jelly (FS) or Royal Anne Cherries 


saturday 
PLEASE CUT OUT ALONG THIS LINE 





Sliced Orange Consomme Pineapple—Orange Juice 
or Grapefruit Juice Sirloin Beef Patty au Jus or Stewed Chicken (FS Macaroni au Gratin with Bacon Curls (FS) or Roast Leg of Lamb with Gravy 
Farina Mashed Potato Baked Potato (FS 
or Ready-to-Eat Buttered Asparagus Cuts (S) or Harvard Beets Buttered Peas or Buttered Broccoli 
Molt Flake Cereal Pear-Mint Jelly Salad or Tossed Vegetable Salad—French Dressing Marinated Cole Slaw with Celery Seed 
French Toast with Butterscotch Sundae or Canned Fruit Cocktail with Vanilla Wafer or Stuffed Prune Salad with Mayonnaise 
Syrup Frosted Cup Cake or Cinnamon Applesauce 


sunday 


(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 


BEEF FISH | Parsnips Sibs. 25 
Frankfurters 8-14, all beef 10 Ibs. 40 | Cod Fillets Skinless, Canadian 25 Ibs. 100 | Potatoes, Sweet Hamper 50 Ibs. 
Ground Beef Lean, U. S. | Halibut Steaks 5 oz. each 3 Ibs. 9 | Potatoes, White Bag (No. | 300 Ibs. 
Commercial 60 Ibs. 280 | Scallops 5 lbs. 25 | Radishes Bunch 1 doz. 
Liver Sliced, steer 5 lbs. 25 POULTRY | Squash, Hubbard 20 Ibs. 100 
Round, Settom U.S. Stondard 50. Fowl (Eviscerated) 5 tb. av., Grade A 60 Ibs. 80 FROZEN FRUITS 
Short Ribs __ U.S. Standard 10 Ibs. 30 | Fryers (Eviscerated) 2 Ib. av., Grade A 40 Ibs. 80 | Boysenberries 8 Ib. can lean = 40 
Sirloin Roast (B.R.T.) U.S. Choice 30 Ibs. 90 Turkey, Tom 20-24 Ib. av., Orange Juice Con., 32 oz. can 12 cans 
LAMB Eviscerated Grode A 20 Ibs. 100 | Peaches Sliced, 8 Ib. can 1 con 40 
Leg (B.R.T.) Yearling, U.S. Good 18 Ibs. FRESH FRUITS A a ee 301 
| Shoulder Steaks 5 oz. each, U. S. Apples Jonathan, 113s 1 box sci papi a bs. 180 
Beans, Greens Julienne, 
Good 10 Ibs. Banonos Ripe 45 Ibs. 2"% Ib. ok 30 Ib 
Grapefruit Seedless, 70s 2 boxes ‘ eee s. 160 
Beans, Lima Small, green, 
PORK Lemons 1 doz. ; ; 
24 Ib. pkg. 7% lbs. = 45 
| Bacon 24-26-14 12 Ibs. Oranges oa eames Beons, Wax Cuts, 21% Ib. pkg 15 Ibs. 90 
Canadian Bacon 5 Ibs. FRESH VEGETABLES Broccoli Stems, buds, 
| Loin Chops 4-14, Grade A 25 Ibs. Cabbage Bag 50 Ibs. 2" Ib. pkg. 15 ibs. 90 
Loin, Boneless 10-12, Grade A 30 Ibs. Carrots Topped, bag 50 Ibs. Brussel Sprouts 2'4 Ib. pkg. 7% lbs. 45 
Spareribs 3-4-1#, Grade A 30 Ibs. Celery Pascal, 30s 1 crate Couliflower Buds, 2'4 Ib. pkg. 15 tbs. 90 
Cucumbers 1 doz. Peas 2' Ib. pkg. 15 lbs. 90 
VEAL Lettuce Head, 48s 2 crates Spinach 2% Ib. pkg 7% Ibs. 45 
Steaks, Club 5 oz. each, Onions, Green Bunch 1 doz. Squash 1 Ib. pkg. Bibs. 32 
U. S. Good : Parsley Bunch 1 doz. Succotash 2'/ Ib. pkg. 7a lbs. 45 





2nd week market order for perishables (per 50 beds) 
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deal MEALMOBILE 


= with eee tT SECTION 


The cold section of the new 
IDEAL Mealmobile gives you a refriger- 
ator on wheels . . . eliminates the problem of han- 
dling and freezing dole plates. A unique blower 
arrangement maintains an even temperature, 
selected by thermostat, throughout the cold 
compartment. 
The IDEAL Model 9020 BC delivers with 
SEAMLESS TOP GUARD “kitchen control” 20 meals of hot and cold 
Eliminates dirt catching crevices. foods and dispenses both hot and cold liquids. 
ey cae ok aca rae Ra te This new IDEAL Mealmobile is truly a new 
Se a plus in food serving efficiency! 





BEVERAGE 
DISPENSER 











REFRIGERANT 
a 


) 
] 
4 


LOCK SEAMED 
INSULATED DOORS 


rTatenmoere:lU'U™F 








Model 9020BC 
MECHANICAL 


COOLING 





NO-TIP SUPER SIZE 
TRAY GUIDES DRAWERS 


Exclusive no-tip 
guides allow tray to 
be pulled out all the 
way and kept level 
for 








ing tray to top deck 
Affords speedier 


n name co 
service and less r “Se 


chance for error. 


Made only by the 


i SWARTZBAUGH 
for FREE 
CATALOG MANUFACTURING 
ae HOSPITAL L EQUIPMENT COMPANY 


MURFREESBORO, TENN, 
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3rd WEEK MIDWEST SELECTIVE SPRING CYCLE MENU—prepared by E. Virginia Pinney, director of food service, St. Luke's Hospital, Chicago 





wednesday 


thursday 


a 
S 
= 


a 
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3rd week market order for perishables (per 50 beds) 





breakfast 


noon 


night 





Full Diet S 


Sliced Banana 
or Orange Juice 


Whole Wheat Cereal 


or Corn Flakes 
Poached Egg 


Stewed Prunes 
or Orange Juice 
Oatmeal 
or Ready-to-Ea* 
Wheat Flake 
Cereal 
Sweet Roll 
Bacon Curls” 


Chilled Blended Juice 
Baked Ham with Whipped Horseradish (F 

or Braised Chicken Livers on Rice (S 
Mashed Sweet Potato (FS 
Cream Style Corn or Julienne Green Beans (FS 
Orange-Date Salad or Chef Salad—French Dressing 
Vanilla Blancmange (FS) or Green Gage Plums 


Cream of Tomato Soup 
Turkey Salad with Sweet Pickle Slices (F 
or Roast Leg of Veal with Dressing and Gravy (S 
French Fried Potato 
Chopped Spinach with Lemon or Buttered Diced Carrots (FS 
Molded Cranberry Salad or Head Lettuce Salad—Mayonnaise 
Frozen Peach Shortcake with Whip Cream or Chocolate Ice Cream (FS 





Apple Juice 
Beef Stew with Vegetables (F) or Lamb Rosette with Caper Sauce (S 
Parsley Buttered Potato (FS 
Stewed Tomato (FS) or Glazed Parsnips 
Spiced Crabapple with Celery Curls 
or Tossed Vegetable Salad—French Dressing 
Cheese Cake or Lemon Sherbet (FS 


Vegetable Soup 
Baked Pork Steak with Gravy (F 
or Oven-Fried Perch with Tartar Sauce or Lemon 
O'Brien Potato (FS 
Seven-Minute Cabbage or Buttered Sliced Beets (FS 
Kidney Bean Salad or Pineapple-Cottage Cheese Salad with Mayonnaise 
Maple Mold with Cream (FS) or Bartlett Pear Half 





Half Grapefruit 


or Pineapple Juice 


Farina 
or Ready-to-Eat 
Rice Cereal 
Soft Cooked Egg 


Applesauce 
or Orange Juice 
Rolled Wheat Cereal 
or Puffed Wheat 
Cornmeal Mush with 


Maple Syrup 


Boked Apple 


or Orange Juice 
Whole Wheat Cereal 


or Corn Flakes 
Soft Cooked Eqg 


Sliced Orange 

or Prune Juice 
Farina 

or Ready-to-Eat 


Malt Flake Cereal 


Bacon Curls 


Frozen Peaches 
or Orange Juice 
Oatmeal 


or Puffed Rice Cereal 


Poached Egg 


Item, Specifications, Amounts & No. of Servings 


—Soft Diet 


Vegetable Soup 

Italian Spaghetti with Meat Souce—Parmesan Cheese (F 
or One-Half Broiler (S 

Baked Potato (S$ 

Buttered Peas (FS) or Cauliflower Polonaise 

Citrus Fruit Salad or Chef Salad—French Dressing 

Chocolate Meringue Pudding (FS) or Canned Bing Cherries 


Orange Juice 

Roast Beef with Gravy (FS) or Scrambled Eggs on Broiled Bologna 
Whipped Potato (FS 

Buttered Asparagus (S) or Baby Lima Beans (F 

Banana-Nut Salad or Tossed Green Salad—Mayonnaise 

Apple Pie (F) or Ice Cream (S 





Pineapple Juice 
Baked Veal Steak with Gravy (FS) or Creamed Chipped Beef on Toast 
Buttered Brown Rice (FS 
Baked Acorn Squash (FS) or Buttered Spinach 
Peach Cup Salad or Lettuce-Egg Salad with Mustard Dressing 
Butterscotch Pudding with Whipped Cream (FS 

or Grapefruit Sections in Grenadine 


Cream of Asparagus Soup 

Roast Leg of Lamb with Mint Sauce (FS) or Tuna Pot Pie 
Oven-Browned Potato (FS 

Glazed Onions or Buttered Green Beans (FS 

Mixed Fruit Salad or Raw Vegetable Salad—French Dressing 
Apricot Bavarian Cream or Kadota Figs 





Corn Bisque 

Shrimp Salad with Ripe Olives (F) or Roast Leg of Veal with Gravy (S 
Lemon Butter Potato (FS 

Buttered Sliced Corrots (FS) or Buttered Brussel Sprouts 

Apricot-Walnut Salad or Head Lettuce Salad—Moyonnaise 

Red Devils Food Cake with Seven Minute Frosting (F) or Vanilla Ice Cream (S 


Pink Lemonade 
Oven-Fried Chicken with Cream Gravy (FS 
or Poached Halibut with Egg Sauce 
Mashed Potato (FS 
Mexican Corn (F) or Stewed Tomato |S 
Grapefruit-Apple Wedge Salad or Chef Salad—French Dressing 
Baked Caramel Custard (FS) or Elberta Peach Half with Cookie 





Philadelphia Pepperpot Soup 

Sliced Fresh Tongue with Mustard or Broiled Butt Steak with Catsup (FS 
Hashed Brown Potato 

Buttered Sliced Beets (F) or Buttered Asparagus (S 

Assorted Relishes or Mixed Fruit Salad with Whipped Cream Dressing 
Blueberry Cobbler (F) or Bartlett Pear Half (S 


Vegemato Juice Cocktail 
Chop Suey on Fried Noodles (F! or Roast Leg of Veal with Gravy ‘S 
Baked Potato (S 

Peas in Cream (FS) or Buttered Broccoli 

Molded Vegetable Salad or Pineapple-American Cheese Solad—Mayonnaise 
Apple Crisp with Cream (F) or French Custard Ice Cream (S 





Bouillon 

Roast Sirloin of Beef with Gravy (FS) or Turkey a la King on Toast 
Whipped Potato (FS 

Buttered Succotash @r Acorn Squash (FS) 

Tossed Green Salad or Spiced Peach with Celery Curls—French Dressing 
Butterscotch Sundae (FS) or Royal Anne Cherries 


(FS)—Full and Soft Diet 


BEEF FISH 


Perch Fillets (Sea 
Halibut Steaks 
Shrimp (In Shell 


Sibs. 40 Large 
5 oz. each 


26-28-1 


POULTRY 
1 Ib. pkg 
1 tb. av., Grade A 
2 Ib. av., Grade A 
20-24 Ib. av., 

Grade A 


FRESH FRUITS 


Jonathan 113s 
Ripe 


All beef 
5 oz. each 
U. S. Choice 


Bologna 
Butt Steaks 
35 Ibs. 
2\bs. 20 
60 Ibs. 

60 Ibs. 

5 Ibs. 

20 Ibs. 

6 Ibs. 


Chipped Beef, Dried 
Ground 

Sirloin Butt (B.R.T 
Salami (Soft 

Stew 

Tongue 


U. S. Commercial 
U. S. Good 
All beef 
U. $. Good 
No. | 
LAMB 
U. $. Good 
Yearling, U. S. Good 
5 oz. each 
U. S. Choice 
PORK 
24-26-1 


Chicken Livers 

Fryers (Eviscerated 
Fryers (Eviscerated 
Turkey (Eviscerated 


10 Ibs. 
30 Ibs 


Ground, Shoulder 
Leg (B.R.T 
Steaks, Shoulder 


Apples 
Bananas 
Cranberries 
Grapefruit 70s 
Lemons 
Oranges 


10 Ibs. 


Bacon 12 Ibs. 
Ham (Pullman 
Canned) 


Steaks (Boneless 


176s 
30 Ibs. FRESH VEGETABLES 


20 Ibs 


10 Ib. av. 
Grode A 
VEAL 
U. S. Good 
U. S. Good 
5 oz. ea., U.S. Good 


Cabbage 
Carrots 
Celery 
Cucumbers 
Lettuce 


15 Ibs. Pascal, 30s 
40 Ibs. 


35 Ibs 


Chop Suey Meat 
Leg (B.R.7. 


Steaks (Club Head, 48s 


Bread, butter and a choice of beverages are to be included with each meal 


Item, Specifications, Amounts & No. of Servings 


Cream of Pea Soup 
Cold Cuts on Lettuce with Mustard and Sliced Dill Pickle (F 
or Broiled Lamb Steak—Cranberry-Orange Relish (S 
Pimiento Creamed Potato (FS 
Buttered Carrots (FS) or Seven-Minute Cabbage 
Apple-Marshmallow-Date Salad 
or Head Lettuce Salad—1000 Island Dressing 
Fruit Jello with Whipped Cream (FS) or Ambrosia with Vanilla Wafer 


Item, Specifications, Amounts & No. of Servings 


1 doz 
1 doz 


Bunch 
Bunch 


Onions, Green 


Sibs. 20 | Parsley 


10 Ibs. 
20 Ibs. 


5 Ibs. 
58 Ibs 
40 Ibs. 


20 Ibs. 


1 box 
30 Ibs. 
16 Ibs. 

1 box 

1 doz. 

2 boxes 


50 Ibs. 

50 Ibs. 
Y crate 
1 doz. 
2 crates 


30 
100 


25 
90 
80 


150 


350 


200 
175 


Parsnips 
Potatoes, White 
Squash, Acorn 
Tomatoes 


| Blueberries 


Orange Juice 
Peaches 


FROZEN VEGETABLES 


Asparagus 


| Beans, Green 
| Beans, Lima 


Broccoli 


Brussel Sprouts 
Cauliflower 


| Peas 
| Spinach, Chopped 
| Succotash 


Bag, No. | 


Repacked (5x6 


FROZEN FRUITS 


Dry, 8 Ib. can 
Con., 32 oz. can 
Sliced, 8 tb. can 


Cuts, 2% Ib. pkg. 

Cuts, 24% Ib. pkg. 

Baby green, 2'% |b 
pkg 

Buds, stems, 2 Ib 
pkg. 

2% Ib. pkg. 

2% Ib. pkg. 

2% Ib. pkg. 

2% Ib. pkg. 

2% Ib. pkg. 


5 Ibs 
300 Ibs. 
50 Ibs 


1 lug, 30 Ibs 


7\ Ibs. 
30 Ibs. 


7'% Ibs 


15 Ibs 
7 Ibs. 
7\ Ibs. 

15 Ibs. 

15 Ibs. 
7% Ibs. 


25 


45 


90 
45 
45 
90 
90 
45 
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STOREROOM STANDARD INVENTORY. (per 50 beds) 


YJ HE STOREROOM standard inventory is the amount 
of food that a 50-bed hospital should have on its 


staples as sugar, salt, pepper, coffee and tea. The use of 
individual sugar, salt and pepper packets has been 
found to eliminate the need for purchasing and main- 


storeroom shelves at the start of each new cycle. The 
items included are cereals and farinaceous products, 
canned fish, canned fruits and fruit juices, dried fruits 
and vegetables, jellies, cake and pudding mixes, 
pickles, canned soups and canned vegetables. 

The standard does not attempt to include such 


taining sugar 
the hospital 


bowls and salt and 


Dairy products, such as butter, eggs, 


] 


and hard, milk and milk produ 
and delivered on a daily or as 


cts, are to be ordered 
needed basis. 





ITEM GRADE COUNT UNIT SIZE AMOUNT 


ITEM 


GRADE 


COUNT UNIT SIZE 





Cereals and Farinaceous Products 


Corn flakes | 1 oz 100 pkgs 


Cornmeal 2 Ibs. 8 oz 
Farina 1 Ib. 12 oz 
Ready-to-eat flaked | 

malt cereal | loz 
Macaroni | 20 pkgs 
Whole wheat cereal | 1 Ib. 6 oz 
Noodles (med | 20 pkgs 
Rolled wheat cereal | 1 tb. 2 oz 18 pkg: 
Puffed rice cereal Yq oz 50 pkgs 
Puffed wheat cereal 2 02 50 pkgs 
Ready-to-eat, 

rice cereal 
Rice, long grain 2 Ibs 
Rolled oats 3 Ibs 12 pkgs 
Shredded wheat 1 oz 50 pkgs 
Spaghetti 20 Ibs 
Ready-to-eat 

wheat flake cereal 1 oz 
Whole wheat cereal 1 Ib. 6 oz 
Whole wheat 1 Ib. 6 o7 


18 pkgs 
100 pkgs 


24 pkgs 


1 oz 50 pkgs 


Canned Fish 


Salmon (pink Choice 1 Ib 
Sardines (in oil 4 Ib 
Tuna (in brine 


Canned Fruits 


Applesauce Choice case 
Applesauce Choice case 
Apple slices Choice case 
Apricot halves Choice 

Apricot halves Choice 2 case 
Cherries R/A Choice case 
Cherries R/A Choice 1 case 
Cherries, dark sweet Choice case 
Cherries, dark sweet Choice case 
Cherries, sour Choice case 
Cranberry sauce case 
Figs, Kadota Choice 2 case 
Fruit cocktail Choice case 
Fruit cocktail Choice case 
Grapefruit sections Choice 15-20 case 
Nectarine halves Choice 16-18 case 
Peach halves Choice 30-35 10 case 
Peach slices Choice 10 case 
Pear halves Choice 28-32 10 case 
Pineapple slices Choice 50 10 case 
Plums, italian Choice 60-70 10 case 
Plums, green gage Choice 60-70 10 case 


Canned Fruit Juices 


5 cases 
case 


Apple 

Apricot nectar 5 

Blended (orange and 
grapefruit 

Cranberry 

Grape 

Grapefruit 

Orange 

Peach nectar 

Pear nectar 

Pineapple 


5 case 
qt. bottle case 
qt. bottle case 
5 2 cases 
5 cases 
>) case 
45 case 
5 case 


Dried Fruits and Vegetables 


25 Ibs 

30-40 25 Ibs 
1 Ib. pkg 1 case 

1 Ib. pkg 1 case 

1 Ib. pkg ] case 


Apricots 

Prunes 

Raisins (seedless 
Beans, navy 
Peas, green (split 





Apple 
Currant 
Grape 


Angel food 
Chiffon cake 
Chocolate 
Gingerbread 
White 
Yellow 


Mixed 


Gelatin 
desserts 


Cucumber 
sweet, sliced 


Dill 


Asparagus, cream of 
Beef broth 

Beef noodle 

Celery, cream of 
Chicken broth 
Chicken noodle 
Chicken rice 

Clam chowder 
Oxtail 

Pea, green 
Mushroom, cream of 
Tomato, cream of 


Asparagus spear 
Beans, baked 
Beans, greens cut 
Beans, Lima 
Beans, wax 
Beets, sliced 
Beets, whole 
Carrots 
Corn, cream style 
Corn, whole kernel 
Olives, green 
Peas (early «3 
Pimientos 
Potatoes (dehydrated 
Sauerkraut 
Spinach 
Sweet potatoes 

yams 
Tomatoes 

hand peeled 
Tomato paste 
Tomato puree 
Tomato catsup 
Tomato chili sauce 
Tomato juice 


Jellies 


Cake Mixes 


Pudding Mixes 


Pickles 


Canned Soups 


Canned Vegetables 


Standard 24 
Standard 
Standard 

Ext. Standard 
Standard 
Standard 
Standard 
Standard 
Standard 
Standard 

Ext. Standard 
Standard 


Standard 


Grade A 
Standard 


Standard 


Ext. Standard 
Ext. Standard 
Standard 
Standard 
Standard 
Standard 


cake pkg 
1 cake pkg 


1] coke pkg 


cake pkg 
cake pkg 
cake pkg 


Mmmm AOA 


14 oz. bottle 
14 oz. bottle 
5 
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air Conditioning the hospital 


(Continued from page 46) 


ing heights are of no significance 
where high reflectance (15-40 per 
used (16). In- 
procured 


cent) finishes are 
tensity meters may be 
for checking installations. 

Installations of sterilizing lamps 
are not recommended for general 
use in the hospital at this time be- 
cause of the maintenance required 
in metering and cleaning the lamps 
to insure lamp efficiencies, the lim- 
itation of lamp location and shield- 
ing required for protection of 
patients and personnel, and the 
lethal 


secured, especially of 


possibility that exposure 
may not be 
organisms transported on dust (40, 
£7.93) 

Sterilizing lamp installations in 
duct sy 
fully 
been reported as highly efficient. 


tems operating under care- 
controlled conditions have 
However, since these conditions are 
difficult to duplicate in the hospi- 
tal, such installations are not con- 
sidered practical at this time. 
have been 


Sterilizing lamps 


principally used in operating 
rooms, nurseries, and contagious 


With proper 


the life expectancy of various types 


disease wards care 


of ultraviolet lamps is considered 
to be as follow 

7,500 hours 
17,500 hours 
6,000 hours 


hot cathode type 
cold cathode type 
high intensity type 


BACTERICIDAL AEROSOLS 


The applications of aerosols in 
hospitals as air disinfectants up to 
the present time has been very 
limited. 

Triethylene glycol, among oth- 
being 


er bactericidal aerosols, 


odorless, tasteless, and very hy- 
groscopic meets the requirements 
for such a disinfectant. In addition, 
it is nontoxic and not harmful to 
fabrics and furniture in bacterici- 
dal concentrations required for air 
disinfection (17). 


74 


Condensation of the vapor in 
proper concentrations on micro- 
organisms is necessary to produce 
bactericidal action (18). Because 
of the low vapor pressure of tri- 
ethylene glycol, the concentration 
which saturates the air is depend- 
ent upon relative humidity. The 
effectiveness of the glycol is great- 
ly reduced at humidities above 60 
per cent (19). 
glycol vapor must be maintained at 


Since triethylene 


above 90 per cent saturation level 
and the glycol air saturation level 
varies with the relative humidity 
and temperature, it is necessary to 
use air conditioning to maintain 
effective glycol air concentrations. 
Harmless fogging will become ap- 
parent if the concentration of gly- 
col is near or above the effective 
saturation level. 

Triethylene glycol decomposes 
at temperatures above 290°C. and 
also if subjected for long periods 
to temperatures above 120°C. (17). 
As the products of decomposition 
may be irritating or toxic (17) and 
because of the necessity for main- 
taining proper concentrations, va- 
porizing equipment and controls 
must be carefully selected. 

Dust or lint 
ganisms from condensation of the 


protects microor- 
glycols in proper concentrations 
and therefore very exact dust sup- 
pression measures are necessary 
for areas where they are to be 
used (58). 

Because of the exact controls 
necessary for maximum effective- 
ness, the general use of glycols is 
not recommended at this time, al- 
though they may be applicable 
for communicable disease wards 
(40,41,53). 


FILTERING 


Proper filtering of air used for 
the ventilation and air condition- 
ing systems of hospitals is of the 


utmost importance. Filtration is 
not only an important aseptic tech- 
nique but will also reduce house- 
keeping, painting, and redecorat- 
ing costs which result from dust 
and soot deposits on wall and ceil- 
ing finishes 

Filter efficiencies vary accord- 
ing to type and the filtering media 
employed. Manufacturers’ data 
should be carefully studied and the 
filters selected which will provide 
the required conditions for a par- 
ticular area. 

Filters are generally classed as 
and electronic; both 
types have many applications in 
hospital work. Air washers, when 
(pri- 


mechanical 


installed in larger systems 
marily for humidity control), also 
serve as air cleaners. 

Mechanical Filters. Mechanical fil- 
ters, often referred to as conven- 
tional filters, are those which re- 
move contaminants from the air 
by means of a porous media. They 
are classified as permanent clean- 
able type or as disposable type. 
Filters of the latter 
thrown after having col- 
lected a full load of dust; they may 


type are 


away 


have a dry or a viscous coated 
media. 

Filter media vary according to 
the type of filter and the work it is 
designed to perform. The varia- 
tions are in the size of media in- 
crements and the thickness of the 
bed. Filters are also classed as 
high or low pressure according to 
the resistance the media offers to 
air flow at a_ specific velocity 
through the filter. Filters used in 
air conditioning systems are usu- 
ally designed for face velocities of 
approximately 350 feet per minute 
at resistance between 0.1 and 0.2 
inches of water. Such filters re- 
move an insignificant number of 
those droplet nuclei which contain 
bacteria. Care should be exercised 
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when selecting filter media to in- 
sure compliance with existing 
codes regulating the use of com- 
bustible media 

The period of service between 
cleaning or disposal of this type 
of filter will depend upon many 
factors of the particular installa- 
tion, among which are quality of 
air being filtered, particle sizes to 
be removed, degree of cleanliness 
required, rate of air flow, and re- 
sistance which the fan can handle 
For efficient control, manometers 
are installed at the filter bank to 
indicate pressure drop across the 
bank to eliminate reliance on vis- 
ual inspection for cleaning periods. 

The mechanical type of filter is 
quite suitable for fresh air intakes 
to ventilating or air conditioning 
equipment where unusual contam- 
ination of outdoor air exists. Such 
conditions will require = special 
study. 

For odor control, a very impor- 
tant function in some _ hospital 
areas such as x-ray, special treat- 
ment and isolation, the mechanical 
tvpe of filter utilizing an activated 
carbon media is very effective. In- 
stallations of this type of filte1 
require a mechanical filter with 
conventional media ahead of the 
charcoal filter. The mechanical fil- 
ter removes dust, lint, and other 
gross contaminants which would 
clog the minute interstices of the 
filter and prevent air 
For special appli- 


charcoal 
flow through it 
high degree 


cations requiring a 


of purity, an efficient filter should 
be installed on the downstream 
side of charcoal filters. This char- 
coal filter requires periodic reac- 
tivation by the manufacturer; an 
analysis of the economy of using 
this type filter versus the use of 
fresh air would be indicated. 
(Studies of the effect of ozone as 
an air deodorant are quite incon- 
clusive (42) and its use for this 
purpose is considered hazardous 
by some authorities. Small concen- 
trations in air have been found 
lethal to test animals (43,44,45 ).) 
Glass fiber filters and paper fil- 
ters utilizing glass fibers with di- 
ameter of approximately 1 micron 
have been reported as having effi- 
ciencies of 99 per cent in the re- 
moval of bacteria and virus at air 
velocities of 20 feet per minute at 
between 0.5 


resistances ranging 


and 3.2 inches of water (20,21). 
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Such filters, because of their com- 


paratively high resistance to ai 


I 
flow and because of the mainte* 
nance required, are not generally 
used in ventilating systems. The 
life of these filters is prolonged if 
they are preceded by a dust-stop 
type of mechanical filter. They may 
be applicable for outboard exhaust 
from bacteriological laboratories 
and from isolation units. Glass fiber 
filters have also been reported as 
being effective in the removal of 


radio-active aerosols (22) 





Cooling With Heat 


What may be the world’s larg- 
est installation of absorption re- 
frigerating units, which use heat 
to produce cooling, will be part 
of the centralized air-condition- 
ing system at New York Inter- 


national airport’s projected 





“Terminal City.” 

Total cooling output of nine 
absorption machines now on or- 
der is 6,300 tons. The machines 
will provide chilled water for the 
complete air conditioning of the 
10-unit terminal buildings to be 
constructed around a landscaped 
oval of 655 acres. Pipe lines will 
extend nearly half a mile to sup- 
ply some of the structures in the 
chilled 


mains from the central station 


area. Principal water 
will be two feet in diameter. 
High temperature, high pres- 
sure hot water will be used to 
boil exeess water from the ab- 
sorbent solution. Thus the same 
energy source used for winter 
heating will also power the cool- 


ing equipment, 





Electronic Filters. Electronic filte: 
principal 
type and a 


re produced in two 
ypes, an ionizing 
charged media type 

In the i 
dirt particles are given a positive 


ionizing type collector, 
charge as they are carried through 
an ionizing field of approximately 
12,000 volts and they are precipi- 
tated on negatively charged col- 
lector plates by electrical attrac- 
tion as they pass on through the 
filter. The service for operation is 
110-120 volt, 60 
cycle, single phase building serv- 
ice. The low 


flows through a power pack where 


obtained from 


voltage AC current 


it is transformed into high DC volt- 

to energize the ionizers and 
collector cells. The collector plates 
are coated with an adhesive emul- 


sion and are cleaned with hot o1 


cold water by manual or automatic 
washing, the dirt accumulation go- 
ing to the drain in the waterproof 


floor of the filter housing. The re- 


stance ionizing type filter, 


ter-filter, usually 
from 0.15 to 0.25 inches of 
t an air velocity of approx- 
imately 400 feet per mi ». Un- 
like conventional filters, there is 


no build-up of resistance as dirt 


chunks of 


dirt will blow off of the collecto1 


accumulates. However, 
plates if heavy accumulations are 
permitted to collect due to negli- 
rence in < leaning 

Power consumption of the ioniz- 
estimated at approxi 
1.000 cubic 
ir cleaned 
1ISCOUS 
‘fficien- 
National 
Yiscolora 10n 
efficiencies are 
standard of 

+] 


COSTLY) and 


the hospital 


type 
accept- 


containing 


lONnIZINg 


acting as a col- 
particles as 

are polarized 
*harged fibers of 


nedia. Th nedia is charged 


12,000 volts DC from a power 
pack similai , but smaller 
con parable 


1 


dispos- 

its resist- 

dust accumulates 
dielectric prop- 

are adversely af- 
imidities above 70 pet 
t recommended fo! 


handling 


Lallations 


Filter Installation 
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neers has set forth recommenda- 
tions which should be considered 
for any installation (23). The most 
important requirements of a satis- 
factory and efficiently operating air 
filter installation are: 

“1. The filter must be of ample 
size for the amount of air it Is 
expected to handle. An overload 
of 10 to 15 per cent is regarded 
the maximum allowable. When air 
volume is subject to increase, a 
larger filter should be installed. 

‘2. The filter must be 
the operating conditions, 
degree of air cleanliness required, 
in the entering air, 
allowable pressure 


suited to 
such as 


amount of dust 
type of duty, 
drop, operating temperatures, and 
facilities 

should be the 


maintenance 

“3. The fil 
economical for the 
The first cost of the in- 


type 


most specific 


application 
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stallation should be _ balanced 
against efficiency and depreciation 
as well as expense and conven- 
ience.”’ 

The following recommendations 
apply to filters installed with cen- 
tral fan systems: 

“1. Duct connections to and from 
the filter should change size or 
shape gradually to insure even air 
distribution over the entire filter 
area. 

“2. Sufficient 
provided in front of as well as be- 
hind the filter to make it acces- 
sible for inspection and service. A 
distance of two feet may be re- 
garded as the minimum. 

“3. Access doors of convenient 
size should be provided in the sheet 
metal connections leading to and 


space should be 


from the filters. 
“4. All doors on the clean air 
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side should be lined with felt to 
prevent infiltration of unclean air. 
All connections and seams of the 
sheet metal ducts on the clean air 
side should be as air-tight as pos- 
sible. 

Electric lights should be in- 
stalled in the chamber in front of 
and behind the air filter. 

“6. Filters installed close to an 
air inlet should be protected from 
the weather by suitable louvers, in 
front of which a large mesh wire 
screen should be provided. 

Filters, other than electronic 
should have perma- 
warning 


air cleaners, 
nent indicators to give 
when the filter resistance reaches 
too high a value.” (23) bad 

Part II of this two-part article 
will appear in the January 16 is- 
sue of HOSPITALS. 
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@® GEORGE T. BROTHERTON has Hospital of Glendale (Calif.), for- 1956, due to the death of Jupp H 
been appointed administrator of merly Physicians and Surgeons KIRKHAM, M.D 
the John Peter Smith Hospital, Hospital. He succeeds MIss Cor- 
Fort Worth, Tex. He formerly RINNE Roos. Mr. Hanson was for- @ Leo J. KERNE, M.D., has been 
served as administrator of Santa merly assistant administrator at appointed director of Charity Hos- 
Fe Hospital, Temple, Tex., and as Cedars of Lebanon Hospital in it Louisiana at New Orlean 
administrator of the Community Los Angeles and at Franklin Hos- 44 He succeeds E. L. LECKERT 
Hospital-Clinic, Elk City, Okla. pital, San Francisco. 
Mr. Brotherton is a graduate of Mr. Hanson has served two year: ! <erne has practiced medi- 
the Northwestern University pro- as vice president and one year as cine in Thibodaux, La., since 1930 
gram in hospital administration president of the North San Joaquin He ! iber of the American 
Hospital Council Medical Association, American 
General Practice and 


@ FE. CHARLES CONWAY has been Academ\ 
So- 


appointed administrator of Hahne- @ ALBERT T. HUME, M.D., has the Louisiana State Medical 
mann Hospital, Philadelphia. He been appointed manager of the ciet) 
succeeds MADISON B. Brown, M.D., Veterans Administration Hospital, 
who is now director of adminis- Outwood, Ky. He succeeds OTIs N @ KitTizkE McKeELvey, R.} 
trative services for the American SHELTON, M.D., who has been ap- been appointed acting adm 
Hospital Association pointed manager of the Veterans tor of Sparta (Ill.) Community 
Administration Hospital, Kerrville, spital | rict succeeding HUGH 
@ J. A. FRASER has retired as as- Tex ISTIA 
sistant director of the Royal Vic- Dr. Hume wa merly directo 
toria Hospital, Montreal. He served of professional services at th j @ HAROLI 
the hospital for 38 years erans Administration r, Ten app 
ple, Tex 
@ G. PAUL HANSON has been ap- Dr. Shelton fills a position 
pointed administrator of Memorial has been vacant Septeml 
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tive resident at 
Beth Israel Hos- 
pital, 

His primary 


3oston 


assignment Is to 
coordinate a 
methods 
provement re- 


im- 
search project 
being conducted 
at the hospital. 





@ ALLEN PO- 
DELL has 
appointed 





been 


assistant 


lyn, N.Y 
istrative 
Hospital, 


He was formerly 
assistant of the 
3rooklyn, N.Y 


@ LEON Ross, M.D., has 
pointed manager of the 
Administration Hospital, 
ville, Ohio. He 
L. QUENNELL, who ha 





succeeds 


tion regional office in 


Mich 
Dr. Ross was formerly 
of professional services 


Cleveland, Ohio 


appointed assistant 





MR. MUFSON 


administrator 
of Kings Highway Hospital, Brook- 
admin- 
Jewish 


been ap- 
Veterans 
Brecks- 
WILLARD 
been trans- 
ferred to the Veterans Administra- 
Detroit, 


director 


@ WILLIAM P. RYAN JR. has been 
administrator 


of the Western Pennsylvania Hos- 
pital, Pittsburgh. He has been with 
the hospital for the past three years 
as administrative assistant. 

Mr. Ryan is a graduate of the 
Columbia University course in hos- 
pital administration. Previous to 
coming to Western Pennsylvania 
Hospital, he was assistant admin- 
istrator of Meriden (Conn.) Hos- 
pital. 











@ GEORGE M. STOCKBRIDGE has 
been appointed administrator of 
Cape Fear Valley Hospital, Fay- 
etteville, N.C. He was formerly 
administrator of Wilkes General 
Hospital, North Wilkesboro, N.C. 

M. E. BULLARD succeeds Mr. 
Stockbridge as administrator of 
Wilkes General Hospital. Mr. Bul- 
lard was formerly administrator 
of Pender Memorial Hospital, Bur- 
gaw, N.C. 


STUTZMAN has 
been appointed administrator of 
the Mennonite Bethesda Hospital, 
Goessel, Kans. He succeeds JOHN 
the F. SCHMIDT. 


@ ORVILLE R. 


Veterans Administration Hospital, 


@ NICHOLAS T. VERRASTRO has 
been appointed administrator oi 
Liberty-Loomis Hospital, Liberty, 
N.Y. He was formerly assistant ad- 





ministrator of Waterbury (Conn.) 
Hospital. 

Mr. Verrastro is a graduate of 
the Columbia University course in 
hospital administration. 










@ ALVA J. WILLIAMSON has been 
appointed administrator of Berger 
Hospital, Circleville, Ohio. He was 
formerly administrator of Grafton 
(W.Va.) City Hospital. 













Deaths 






@ STACEY D. BOHANON, 61, assist- 
ant manager of the Veterans Ad- 
ministration Hospital, Fort Thom- 
as, Ky., died in Cinncinnati. He 
had been with the Veterans Ad- 
ministration for 31 vears. 










@ WALTER E. HENNERICH, M.D., 
hospital commissioner of St. Louis 
and vice president of the Greater 
St. Louis Hospital Council, died 
December 3 of a heart attack fol- 
lowing a brief illness. 

Dr. Hennerich was appointed as- 
sistant hospital commisioner in 
1941 and hospital commissioner in 
1949. During World War II and 
in recent years, he had been active 
in civil defense and disaster plan- 
ning for the city of St 
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purpose piece of equipment 
designed to save time and ef- 
fort in operating rooms and 
wards alike. Once the basin 
containing the heated sterile 
solution is placed in its re- 
ceptacle, the warmer’s heat- 
ing element maintains con- 
temperature 
basin is removed. 

This leaves the circulating 
nurse to be more efficiently 
utilized in other phases of the 


Adjustable thermostat con- 
trol keeps solution at fixed 
temperature indefinitely. 


THE f). 
‘Lin COMPANY CLINTON, OKLA. 
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Underwriters’ Laboratories 
for explosive atmospheres 
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textile purchasing guide 


TEXTILE PURCHASING GUIDE. 
4 A. Bradley. New York, Ameri- 
can Hotel Association, 1956. 111 pp 
$7.50. 


HOTEI 


Mr. Bradley, a well known au- 
thority in the laundry and textile 
field, is well qualified to prepare 
such a guide. He is currently laun- 
dry and textile consultant for the 
Hotel 


was for several years a member of 


American Association and 
the American Hospital Association’s 
Manage- 
ment. He was chairman of thi 
when the Manual of 
Hospital 


Committee on Laundry 


committee 
Operation for Laundry 
was prepared 

As the basis for the purchasing 
author uses the newl) 
developed Standard L 
24, Minimum Performance Re- 
quirements for Textiles. He does 
limit himself to this 
standard and includes performance 


euide the 
American 


not, however, 


requirements for sheets and pillov 
Standard L 4 


These standards represent the col- 


cases, American 
lective experience and knowledge 
of manufacturers, suppliers, con- 
sumers and technical organization 
in the institutional textile field 

The minimum performance re- 
quirements are presented for such 
items as sheets, pillow cases, bed- 
spreads, towels, shower curtains, 
awnings, draperies and table na- 
pery. The author discusses each 
item separately and gives many 
helpful hints to be considered when 
contemplating their purchase. Ex- 
amples of wording to be used on 
purchase orders are given through- 
out the guide, to insure that the 
product purchased is in accordancs 
with the minimum performance 
requirements 

Mr. Bradley has also included an 
up-to-date section on the launder- 
ing of textiles. This section dis- 
cusses procedures in washing, stain 
removal, supplies, linen control, 
labeling and contains several check 
lists to reduce linen damage. 

This book was written primarily 
for the hotel industry but most of 
the material is applicable and val- 
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uable to hospital purcha 
laundry departments 


JACK DILLMAN 


Guiding the spastic child 


EDUCATING SPASTIC CHILDREN. F. Elea- 
nor Schonell. New York, Phil 
l 1956. 242 pp. $6 


would be a more appropriate 


with guidance receiving the cen- 


tral accentuation 
‘ussion of educabi 
bral palsied occupies 
portion of the volun 
approach to the 

Merrill 


Binet intelligence 


Revision 

quoltle 

well developed and valuable 
10n Of performance test 
a Mental 

Raven Matrix 


from the thoroughness 


phase of guidance, since perform 
ance items are of diag 
portance when dealing with 
who have an express 

The educational 
sented are those in 

he United States. The multisen- 
sory approach, 1.e., visual, auditory, 
tactile, and kinesthetic does 
ceive the emphasis in t] 
it deserves. This approach 
because the student m:; 
lesion that interferes 
tion, which in tu 
tards the ability t 

This volume 


would 


ticular value to the 


“he pan phle 


aence oO 


also: 

guiding the spastic child 
training ancillary personnel 
educato1 MARK 


- of educat on, Illi- 
Hospital, Chicago 


than the 


Training ancillary personnel 


REPORT OF EXPERT COMMITTEE 
PROFESSIONAL AND TECHNICAI 
ATION OF MEDICAL AND AUXIL- 
t NEL. Gene'\ World 

on, 1956. 19 pp. 

from Columbia 

International 

2960 Broad- 


7, N. ¥ 


diverse 


‘ + anwil 
ana auxill 


more 


pan phlet also 
n this country 


much of practical value 


and tl! 


+. 


methods, fol ho pital ST 
approach to utilization and 
ary personnel has 


confused. Much 


Conti 


problem o 


onnel 


out 
] 


IS espe cially 


This pan phlet de- 


ribes ways and means of promot- 


choo! 


departments employ, 


or technical worke1 
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| OFFICIAL NOTES (ip! 


Bylaws of 
Pee American Hospital Association, the 
notified of the 


n accordance with the 


members are hereby 
forthcoming meeting of the Committee 
on Nominations, February 4-5, 1957, at 
the Palmer House, Chicago. 

submit 


Association members may 


names to the committee for considera- 
tion. Officers to be nominated are a 
president-elect, a treasurer and three 


Board of 


each for a three-year term. 


members of the Trustees, 
The com- 
mittee will also nominate four dele- 
gates at large, each for a three-year 
committee will meet again 
1957 


convention at which time a final slate 


term. The 
in conjunction with the annual 
of candidates will be presented to the 
House of Delegates for election. 

The chairman of the Committee on 
Nominations is Ritz E. Heerman, gen- 
eral manager of the Lutheran Hospital 
1414S. Hope St., Los Angeles 
15. Other committee members are: Dr. 


Babcock, 


Joint Commission on 


Society, 
Kenneth B. director of the 
Accreditation of 
Frank R. 
Barnes Hospital, 


Hospitals, Chicago; Dr. 
Bradley, 
St. Louis; Ray FE. 
ent of the University of Chicago Clinics, 
Chicago; Nels E. 
Luther Hospital Eau Claire, Wis.; Mar- 
shall I. Pickens, director of hospital 
and orphans section, Duke 
ment, Charlotte, N. C.; and Lester E. 
administrator of Mary 
Burlington. Vt. 


director of 
Brown, superintend- 


Hanshus, manager of 


Endow- 


Richwagen, 
Fletcher Hospital, 


Washington Report a 


-Marion B. 


The Execuive Branch 
of Health, Education, 


and Welfare, 


Folsom Outlines Program 
Congress Reconvenes 

Fede 
Folsom, 
has sketched some of the directions 


ral Grants Reported 


secretary of the Department 


in which the administration plans to make major legislative efforts this 


year. 
Speaking directly on health issues, 
on: 


1. An expanded program of grants 
for construction of research labora- 
tories and more and improved 
medical teaching facilities. To- 
tal federal funds to be asked for 
this program would be set at 
$250 million. 

2. New programs and funds for the 
problems of older persons, particu- 
larly in health and adult edu- 
cation. 

3. Expansion and improvement in 
vocational rehabilitation. 

4. Federal legislation to permit 
smaller voluntary health organiza- 
tions to pool their resources and ex- 
perience in the development of 
improved protection against the 
costs of medical care. 

5. Expansion of the staff and fa- 
cilities for the Food and Drug Ad- 
ministration. 

The cost for HEW’s new program 
is expected to total more than $2.6 
billion. Secretary Folsom has not 
announced the exact total his de- 
partment will request in the Jan- 
uary budget, but he did say: “. 
We don’t know what our budget is 
going to be but we will ask for 
more money.” 

Last year’s HEW budget request, 
Secretary Folsom, 
billion. Of this 
appropriated 


developed by 
was set at $2.6 
amount, Congress 


$2.2 billion. 








| A Review of 1956 


The year just ended had many 
for those concerned 
improving patient care in 
hospitals. 

The new year was greeted with 
the happy news that late in Decem- 
ber the Ford Foundation had an- 
nounced it was granting $500 mil- 
lion to hospitals, medical schools, 
and colleges across the country. 

@ $200 million to approximately 
3,500 privately supported  tax- 
exempt hospitals, to help them im- 
prove and extend their services to 
the public. 


points 
with 
America’s 


80 


@ $90 million to privately sup- 
ported medical schools, to help 
them strengthen their instruction. 

@ $210 million to 615 regionally 
accredited, privately supported lib- 
eral arts colleges and universities 
in the United States, to help them 
raise teachers’ salaries. 


Also reported in the year’s first 
issue of HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 


TION, was the news that Iowa hos- 

pitals were still in litigation: “The 

Iowa Hospital Association and 
(Continued on page 87) 





Secretary Folsom called for action 


With the 
Jan. 3 convening of the 85th Con- 
egress, a large number of health and 
hospital bills will be introduced. 

New chairmen and _= several 
changes among top ranking minor- 
ity members of a number of key 
committees in both the Senate and 
House will not discourage the early 
introduction of health bills, but 
this situation is expected to result 
in processing while com- 
mittees and subcommittees are be- 
ing reorganized. 

The sharpest membership turn- 
over will be on the House Inter- 
state and Foreign Commerce Com- 
mittee. This group handles all 
legislation affecting the Public 
Health Service, including the Hill- 
Burton hospital programing, nurs- 
ing and medical traineeships, 
operation of the new National Li- 
brary of Medicine, institutional 
construction subsidies, and support 
of medical research 

The committee has been changed 
as a result of death, primary elec- 
tion defeats, and resignations. Its 
normal complement is 31 members 
When reorganization is completed 


> The Legislative Branch 


delays 


by the end January, this com- 
mittee is expected to have from 8 
to 10 new members. Rep. Oren 
Harris (D-Ark.) will be the com- 


mittee’s new chairman. 

Important committee changes are 
in prospect for the House Appro- 
priations, Armed Services, Educa- 
tion and Labor, Post Office and 
Civil Service, and Ways and Means 
Committees—all of which will be 
dealing with legislation relating in 
one way or another to hospital op- 
eration, 

Appropriations will concern it- 
self with budgeting of federal 
funds in 1957-58 to continue Hill- 
3urton activities, support of med- 
ical research, maintenance of vet- 
erans hospitals, and financing of 
the national sickness survey 
to be launched by PHS in coopera- 
tion with the Census Bureau. 

Armed Services will have on its 
among other subjects, the 


soon 


agenda, 
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amendment of the Selective Serv- 
ice Act. This will involve incorpo- 
ration of a plan, to be proposed by 
the administration, that will per- 
mit termination of the doctor draft 
law by authorizing the President 
to make special calls for such pro- 
fessional manpower as may be re- 
quired by the armed services 
The Education and Labor Com- 
mittee is expected to take up such 
matters as government support of 
higher education, including train- 
ing of issue in 
which the Interstate and Foreign 
Commerce Committee also holds a 


physicians—an 


jurisdictional claim. 

The Post Office and Civil Serv- 
ice Committee, as one of its first 
projects, will look into the matte! 
of contributory medical care and 
hospitalization insurance for all 
federal employees and their de- 
pendents. And the Committee on 
Ways and Means has a formidable 
task staked out in the area of in- 
come tax revision 

Health 
may move somewhat faster on the 
Senate side of the Capitol, where 


legislation conceivably 


there is a smaller membership and 
fewer committee changes 

The Labor and Public Welfare 
Committee, which handles public 
health, veterans’, and 
bills, has lost only Sen. Herbert H 
Lehman (D-N.Y.), who did not run 
for re-election, and Sen. George H 
Bender (R-Ohio), who was de- 
feated. Its ch will continue 
to be Sen. Lister Hill (D-Ala.) and 
its ranking minority member, Sen 
H. Alexander Smith (R-N.J.). Thi 
is based on the assumption that the 
Democrats. wiil 
tional control of this branch of 


education 


retain organiza- 


Congres: 
FEDERAL GRANTS 


> Construction of health research fa- 
cilities—HEW has approved 73 fed- 
eral grants totaling $24,460,467 to 
help institutions in 24 states and 
the District of Columbia build ad- 
ditional heaith research facilitic 


The awards were approved 


Surgeon General Leroy E. Burne; 
upon recommendation of the 
tional Advisory Council on He 
Research Facilities 

Reviewing applications totaling 
$66,888,239 in requests from insti- 
tutions throughout the country, the 
council recommended the 73 grants 
for immediate support and de- 
ferred action on 50 others. 

The new grants are the second 
group of awards under a new pro- 
gram authorizing the expenditure 
of $30 million a year for 3 years 
The legislation, enacted by Con- 
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gress late in its last session, also I nmendations for new sharply 
established the Health on radiation expo- 
Facilities Council. At its first meet- 
ing, in September, the council rec- 
ommended that 7 grants totaling plants he nmittee als ‘t up 


$765,159 be made the first rmissible radiation ex- 


Research 


fission 


The council’s next meeting 1: posure the general popu- 
scheduled for March at the Na- 

tional Institutes of Health, Bethes- J yeftore 
da, Md., when the ; 


review applications fol 


the Washing 
American Nu- 


group wil aln ton mee 

Societ' 

search facilities grant ; 
> Medical research More than $1 Standards s ntist, said 

Public Health Servic recommenda- 


support of medical 


million in 
grants for 
earch were approved by advi 
councils at the I ources, includin 


meetin 


in Octobe! 1d Novy Y aton oO! fallout, products ol 
l 


ber, according to a prel and medica 
PHS nd dental 1 of x-rays, does not 


“acceptable 


announcem 
The award are 


ministrative adjustment 


ubiect 
? ) + } vas! nt<c wt " 
t10n OF recipients, WNo are 
e . ] 
gators malnly 
ana researc! 
iled to be made 
By ) ) 
2 L©sCal ( 
awards were a 
Arthriti 
140 g totalins 1 ,248,5 
1 1 bl 


’ - 
neuroiog nanes 


128 8 taling $1,599,860 
cancel 26 ‘ 
956.809: dent 
$375.917 

ASE 
100.685: heart 
$4,635,929: men 


taling $1,209,236, and general A rm isory comn 
) 


Establish Pilot Projects, 
Advisory Committee Urges 


grants totaling $2,324, t recom! ided that hospital 
> Hill-Burton construction I 
eral Hospital C 
approval on Dec 
projects inde! 
hospital constrt 
talis ol 
were not 
ale ly, but 
1 


projects wel at $109,43:! 


INCREASE IN MEDICAL CARE COSTS 


for patients 
the third quarte! { ndivid n ao n 1 care D1 
ual health iten 


creased 


obstetrical care 
prescriptions and drugs 
dental fee 

ho pital rates 

Blue Cross fees 


general practitioner fees 
NUCLEAR SOCIETY MEETING 


During a three-day meeting 
Washington, the National Commit- 


tee on Radiation Protection drafted 











of a broader inquiry into such 


projects. 

Dr. Nelson pointed out that the 
committee is confining its present 
work to the needs of specific groups 
of patients: those convalescing 
from acute illness; patients con- 


FLORIDA OPINION— 








valescing from chronic illness, and 
patients who require only diagnos- 
tic services and facilities. 
Serving on the committee with 
Dr. Nelson are: Ray E. Brown, su- 
perintendent, University Clinics, 
University of Chicago; Charles G. 


‘ ° 
County Hospital Doctors May Be Salaried 
Florida’s attorney general has handed down an opinion that a county 
hospital is not practicing medicine even though it has a salaried radiologist 
on its staff and the county retains fees for his services. 
Last year the state’s attorney general had held that “a corporation, 
whether or not organized or operated for profit, may not practice medicine 





Other Recent 


Emergency Conditions Lead 
To Ruling Favoring Doctor 


Although the procedure followed 
by an obstetrician to stop a hem- 
orrhage during delivery may not 
have been the best procedure, a 
California appellate court has held, 
the obstetrician is not liable in 
view of evidence that an emer- 
gency situation existed at the time. 

The action was brought by a 
husband and wife for damage 
caused by the alleged negligence 
of the obstetrician and the hos- 
pital in allowing gauze to become 
lodged in the woman’s abdomen 
after delivery of a child 

Whether due care was exercised 
by the physician was resolved in 
the doctor’s favor by holding that 
in an emergency he need but ex- 
ercise his best judgment, consist- 
ent with the skill ordinarily pos- 
sessed by doctors in the same 
locality and practicing the same 
specialty, even though this may 
not be the best procedure. 

The case, Landsberg vs. Kolodny, 
was decided by the District Court 
of Appeal, Second District, Divi- 
sion 1, on Oct. 18, 1956. 


Doctor Held Responsible 
For Negligence of Nurse 


Vermont's Supreme Court has 
ruled that the physician in charge, 
rather than the hospital, is respon- 
sible for negligent acts of an oper- 
ating room nurse under his direc- 
tion or control. This is the first 
time Vermont’s highest court has 
ruled on this question. 

In Minogue vs. Rutland Hospi- 
tal, decided Oct. 2, 1956, the doc- 
tor directed a nurse to apply pres- 
sure on the patient’s ribs during 
delivery of a child, resulting in 


§2 





Legal Opinions 


fracture of a rib. The nurse, al- 
though a general employee of the 
hospital, was considered the tem- 
porary servant of the physician in 
charge, under whose direction she 
performed the negligent act. A 
judgment against the hospital was 
reversed. 


Hospital Must Show Record, 
N.Y. Court Rules in Lien Case 


The Supreme Court of Kings 
County, New York, has ruled that 
a former hospital patient is entitled 
to a copy of her medical records 
for use in a third party negligence 
suit, even if the patient refuses to 
assign to her physician any pro- 
ceeds recovered in the action. 

New York’s lien law provides 
that the hospital has a right to a 
lien, but makes no provision for 
the physician’s fees. The plaintiff 
said she recognized the hospital’s 
right under law, but refused to 
sign an assignment of funds to 
the physician. 

An assignment should be a 
voluntary act on the part of the 
assignor, and if it is not, the court 
stated, the assignment is void. 

Since the physicians have no 
lien under the law, the court con- 
tinued, they stand in the same 
position as any other claimants to 
whom the petitioner may be in- 
debted for services rendered and 
might have to sue in order to en- 
force any valid claims. 

Therefore, the court ruled, the 
action of the Department of Hos- 
pitals of the City of New York in 
making the release of the medical 
record contingent upon signing of 
an assignment was unreasonable 
and an abuse of its discretion. 

The case was that of Frieda 
Glazer vs. the Department of Hos- 
pitals. 








Roswell, hospital accountant, 
Montclair, N. J.; Ruth Sleeper, 
R.N., director, School of Nursing 
and Nursing Service, Massachu- 
setts General Hospital, Boston, and 
Marion J. Wright, director, Jen- 
nings Memorial Hospital, Detroit. 


and surgery in [Florida] directly 
because of its inability as a legal 
entity to obtain a license, nor can 
it practice indirectly by having 
licensed members of that profes- 
sion to do the actual professional 
work involved.” 

The present opinion was the re- 
sult of a question presented to the 
attorney general by Park H. Camp- 
bell, county attorney, Dade County 
(Miami). He stated that Dade 
County operates Jackson Memorial 
Hospital as a county function and 
operates a department of radiology 
in connection with the hospital 
Licensed doctors are employed at 
the hospital at fixed salaries. 

In the case of inpatients, all de- 
partment fees are retained by the 
county, he stated; outpatient fees 
are divided between the county 
and the radiologists up to a stipu- 
lated sum and the balance retained 
by the county. 

In presenting the question, Mr. 
Campbell stated that the relation- 
ship of doctor and patient is always 
maintained and the hospital merely 
bills for and collects the fees 
charged by the radiologists. 

He then asked whether under 
such circumstances the hospital is 
practicing medicine in violation of 
the law. 


MEDICAL PRACTICE 


Attorney General Richard W. 
Ervin, in replying, cited the Flor- 
ida statutes defining the practice 
of medicine: 

“Any person, except as herein- 
after provided, shall be deemed to 
be practicing medicine within the 
purview of this chapter, who holds 
himself out as being able to diag- 
nose, treat, operate or prescribe 
for any human disease, pain, in- 
jury, deformity or physical condi- 
tion, or who shall offer or under- 
take, by any means or method, to 
diagnose, treat, operate or pre- 
scribe for any human disease, pain, 
injury, deformity or physical con- 
dition.” 

He cited the Florida constitution: 

“The respective counties of the 
state shall provide in the manne1 
prescribed by law, for those of the 
inhabitants who by reason of age, 
infirmity or misfortune, may have 
claims upon ... society ts 

The attorney general also point- 
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ed out that it is legally incumbent 
upon the board of county commis- 
sioners to “. .. provide for the poor 
and indigent people of the county.” 

Under Florida statutes, the coun- 
ties are empowered to acquire, 
construct, and maintain hospitals. 

“As we understand the facts” 
..., Mr. Ervin stated, ‘‘the use of 
x-ray for treatment and diagnosis 
is considered essential to the prac- 
tice of medicine. The county, as 
noted above, is required to render 
medical attention and treatment 
to its indigent citizens. I do not 
believe it is practicing medicine 
when performing this duty under 
the facts you have given us. The 
question should be answered in the 
negative. 


NOT IN CONFLICT 


“This opinion,’ Attorney Gen- 
eral Ervin concluded, ‘is not in 
conflict with Opinion 055-71 of 
March 25, 1955 [ HOSPITALS, JOUR- 
NAL OF THE AMERICAN HOSPITAL AS- 
SOCIATION, June 1955], holding that 
a nonprofit corporation may not 
engage in the private practice of 
medicine by substituting itself in 
lieu of the physician in relation to 
the patient. 

“Here the county operates the 
hospital and as an incident the de- 
partment of radiology, primarily 
to further its program to provide 
public care and medical treatment 
for indigents. It also appears that 
the relationship of patient and 
physician is maintained by the 
medical staff of the department 
who have direct contact with the 
indigent patients. 

“Furthermore, the billing and 
charging of such fees that are 
charged are handled so as to main- 
tain this relationship. It follows 
that [the Florida statute defining 
the practice of medicine] is not 
violated in this operation which is 
essentially public rather than a 
private practice in nature.”’ 


General, Tuberculosis Units 
Effect Merger in Brooklyn 

The merger of Brooklyn (N.Y.) 
Hospital, a general hospital, and 
Brooklyn Thoracic Hospital has 
been announced. Brooklyn Thorac- 
ic, formerly a tuberculosis hospi- 
tal, closed a year ago because of 
continuing decline in patient load. 

Under the terms of the merger, 
the Brooklyn Thoracic Pavilion 
will be established at Brooklyn 
Hospital to care for medical and 
surgical patients with chest condi- 
tions and an expanded program of 
research into cardiopulmonary dis- 
eases is to be undertaken. 
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Gaps in Health Insurance Plans Criticized 


A New York State joint legislative committee and a University of 
I 


Michigan public health expert have 


criticized health insurance groups 


for permitting gaps to exist in their coverage 
The New York committee is considering a bill to prohibit age limits 
on medical and hospital benefits and to compel insurance companies to 


allow individuals to continue their 
benefit rights if they leave an in- 
sured group. 

The legislators reported that 
such nonprofit plans as Blue Cross 
and Blue Shield had put no age 
restrictions on their protection and 
had allowed conversion to indi- 
vidual policies when a worker left 
his group. 

Information has been supplied 
to the committee by 11 major in- 
surance companies. Coverage un- 
der many policies is automatically 
stopped at 55, 60, or 65 years 
age, according to the comm 
report. Companies providing ben- 
efits for older workers reduce the 
payments after the workers get 
past a specified age, the report con- 
tinued 


‘SINGLE GREATEST GAP’ 


‘Termination for age helps create the 
single greatest gap in coverage and is 
responsible in part for one of the most 
pressing social problems of the day— 
financing of health care for the older 
age groups,”’ the committee stated. 

The legislators also criticized 
companies which do not permit 
workers to continue their group 
health plans when they leave the 
group, or if conversion is permitted 
do not inform the worker of his 
rights. In some cases, benefits are 
restricted after conversion, when 
conversion is permitted 

Under its legislative proposal, 
the conversion privilege would be 
mandatory with no decrease in 
benefits and with no discrimina- 
tion because of age, sex, physical 
condition, race, or occupation. The 
general aim of the committee is to 
prohibit cancellation, termination 
or refusal to renew medical and 
hospital protection for any reason 
except raud 01 
premiums 

State Sen. George R. Metcalf, 
committee head, said the commit- 


nonpayment ol 


tee was trying to help the insu 
ance industry remedy shortcom- 
ings in present coverage so the 
government would not have to step 
into the health insurance field 
The committee’s study was made 
in cooperation with Dr. Ray E 
Trussell, executive director of the 
Columbia University School of 
Public Health and Administrative 


ad 
DR. BARNETT DR. TRUSSELL 


Medicine, and Dr. E. Dwight Bar- 
nett a professor at the school 

Dr. Vlado Getting, University of 
Michig recommended that 


an, has 
prepaid health insurance plans be 
developed ‘tas quickly as possible” 
to provide comprehensive care for 
people of all ages He said benefits 
hould be extended to the “‘chroni- 
ill in convalescent and nurs- 
homes, and into the patient’s 
wn home after an initial hospital- 
ization.” 

Dr. Getting appeared before a 
Nov. 30 public hearing at the uni- 
versity on health problems of the 
aged 

Although chronic illness can oc- 
‘ur at any age, Dr. Getting said, 
th group with the highest 


( 
i¢€ aye l 
percentage of chronic illness 
over 65; 40 per cent, or 2 
; illion persons 


ronie disease are 


CHRONIC CASES 


“Unfortunately,” D1 Getting 


ald, **most 
‘rams for medical care an 
tal care prov ide for care o 
immediate problems, 
and not f the chronically il] 
few prepayment insurance pro- 
in the afford care 
for the chronically ill patient aitel 
he leaves the hospital and is placed 
in a convalescent o1 rsing home, 


bedside physical 
} 


yr otnel own 
aid that a simple means 
should be available for older peo- 
ple to obtain expensive drugs and 
prosthetic devices that their lim- 
ited income or savings will not per- 
mit them to buy for themselves 


83 














PORTLAND, ORE.; ST. LOUIS— 


Hospital Employees’ Compensation Studied 


Statistics on earnings and 
ployees in Portland, Ore 
Department of Labor’ 
the department’s Women’s 

The reports on the 2 
governmental hospitals employing 
50 workers or more. In St. Louis 
this included 28 hospitals with a 
combined pay- 
roll of approxi- 


Bureau. 
cities 


mately 14,000. 
It was found 
in the June- 


July 1956 peri- 
od that the sal- 
aries of women 
general duty 
nurses in the St. 
Louis area aver- 
aged $66 per 
week, with head 
nurses and nursing instructors in 
the area earning $8 and $8.50 more, 
respectively. Weekly pay of direc- 
tors of nursing averaged $113 

In the Portland metropolitan 
area, general duty nurses averaged 
$70.50 per week, with head nurses 
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averaging $7 more: directors of 


nursing averaged $110 
OTHER OCCUPATIONS 


The salaries of women x-ray 
technicians and medical technolo- 
gists in St. Louis were on the same 
general level as those of general 
duty nurses in that city. Women 
physical therapists, medical rec- 
ord librarians, dietitians, and med- 
earned approx- 
more, than 


ical social workers 
imately as much, o1 
head nurses 
The average 
land 
record librarians, and 
therapists fell ““within the narrow 
range of $79 to $80,” reported the 
Bureau of Labor Statistics, of 
which Ewan Clague is 


earnings of Port- 


women dietitians, medical 


physical 


sione! 

Among the 
ers studied in St. Louis, 
ranged from an average of $46 for 
$60.50 


office clerical work- 
earnings 
switchboard operators to 
weekly for stenographers and pay- 
roll clerks 

For the Portland office clerical 
occupations studied, 
aries for women varied from an 
switchboard op- 


weekly sal- 


average of $54 for 
erators to $69.50 for payroll clerks 

A 40-hour work week was the 
most common schedule in both St 
Louis and Portland 

All employees in the hospitals 
both received 
compensation for 


studied in cities 


form of 


some 


84 


supplementary 
and St. Louis have been compiled by the 
Bureau of Labor Statistics, in cooperation with 


commis- 


benefits of hospital em- 


cover both governmental and non- 


Hospital-Industry Bidding 
Keeps Operating Costs High 


Competitive bidding for person- 
nel is raising hospital operating 
costs, Stanley A. Ferguson, direc- 
tor of University Hospitals, Cleve- 
land, stated in a report to the hos- 
pital’s board of trustees. 

“More so now than ever, hospi- 
tals must compete with industry 
in shopping today’s labor market,” 
he stated. “Skilled technicians and 
highly trained specialists are as 
much in demand in hospitals as 
they are in industry.” 

Mr. Ferguson pointed out that 
“this bidding for qualified personnel can- 
not be overlooked in higher hospital 
costs, particularly when it is noted that 
70 per cent of hospital costs are wages 
and salaries.”’ 

He stated that industry fre- 
quently offers salaries to labora- 
tory technicians, nurses, dietitians, 


and stenographers which ‘“‘make 
this competitive bidding almost 
prohibitive.” 

Mr. Ferguson’s report showed 


that operating costs at University 
Hospitals for the first 9 months of 
1956 were $5,656,000, an increase 
of $423,000 over the same period 
a year ago. 

Part of this increase, the report 
showed, was due to the expendi- 
ture of $175,000 for wages of ad- 
ditional personnel needed in ex- 
panding the hospital’s services. 
Wage and salary schedules of em- 
ployees already on the payroll 
were adjusted in an attempt to 
meet local wage conditions. 

The average monthly wage of 
the hospital’s 1,879 employees, ex- 
cluding interns, residents, and stu- 
dent nurses, was $248.30 during 
the first 9 months of the year, the 
report showed 


work beyond their weekly sched- 
ules. All St. Louis hospitals, and 
Portland hospitals employing ap- 
proximately 95 per cent of the 
workers studied, provided com- 
pensation for daily overtime. 

For daily overtime, the majority 
of St. Louis employees received 
straight-time pay, with most of 
the remainder being given equal 
time off. In Portland, most nurses 


and other professional and tech- 
nical employees received equal 
time off or straight-time pay for 
overtime. A majority of the office 
clerical and nonprofessional em- 
ployees received premium pay, 
most frequently time-and-a-half. 

Almost all nurses and other pro- 
fessional and technical employees 
assigned to evening or night shifts 
in Portland-Vancouver (Wash.) 
hospitals received extra pay for 
these hours in addition to their reg- 
ular salaries. A majority of the 
nonprofessional employees work- 
ing late shifts received no extra 
pay. 

The most frequent differential 
for nurses and other professional 
workers was $10 per month. A 10 
per cent differential was the most 
frequent compensation for those 
nonprofessional employees who re- 
ceived any extra pay for evening 
or night work. Rotation of work- 
ers among shifts was unusual in 
the area, BLS reported. 


ST. LOUIS NIGHT SHIFT 


In St. Louis hospitals, approxi- 
mately two-thirds of the nurses 
working on late shifts received ex- 
tra pay for such work; almost all of 
these were employed in nongov- 
ernmental hospitals. Approximate- 
ly half the other employees work- 
ing late shifts in private hospitals 
also received extra pay, but such 
practices were less frequent in 
government institutions. Late shift 
pay varied from $10-$30 a month 
A small proportion received a 10 
per cent differential for work on 
late shifts. 

Portland and St. Louis hospital 
employees were all eligible for 
some paid holidays, most common- 
ly six annually. Some employees 
were eligible for as many as 10 
paid holidays in Portland and 11 
in St. Louis. In both cities, work 
on holidays was usually compen- 
sated for by granting equal time 
off; other employees received extra 
pay. 

All St. Louis hospital employees 
were eligible for at least a two- 
week paid vacation after a year’s 
service and about half received 
more than two weeks off after this 
amount of service. 

Two weeks was also the stand- 
ard in Portland, but there was 
little provision in private hospi- 
tals for increasing the length of 
vacation after one year of service, 
BLS figures show. 

All Portland hospitals had a sick 
leave policy. Most nongovernmen- 
tal employees were covered by 
plans providing either a waiting 
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period before sick leave began or 
for payment of only part of their 
salary during illness. All govern- 
ment employees studied received 
full pay without a waiting period. 

Approximately three out of four 
St. Louis hospital workers were 
covered by sick leave; in all cases 
this leave was provided without a 
waiting period and with full pay 


HOSPITALIZATION 


Approximately half of the em- 
plovees of Portland’s nongovern- 
mental hospitals were covered by 
hospitalization insurance contrib- 
uted to by their employer. There 
were fewer formal arrangements 
for medical and surgical benefits 
than for hospitalization, although, 
like hospitalization, plans 
were all found in nongovernmental 
rather than in governmental insti- 
tutions. 

In St hospitalization in- 
surance or provision for hospitali- 
zation unrelated to a group insur- 
ance plan covered approximately 
a fourth of the workers. Approxi- 
mately 20 per cent of the hospital 
employees had available some type 
of surgical benefits and approxi- 


these 


Louis, 


mately the same proportion were 
covered by medical benefits sup- 
ported in whole or in part by the 
hospital 

A smaller number were provided 
hospitalization, surgical and medi 
cal care at a reduced cost. Most of 
these benefits affected a higher 
proportion of nongovernmental 
than of governmental employees 

All hospital workers studied in 
both cities were covered by some 
type of pension plan 

Among other employee benefits 
found in varying degrees were: 
part-payment by the hospital for 
life insurance; meals; lodging; uni- 
forms, and laundry service for uni- 
More of these extra em- 
ployee compensations were found 
in St. Louis than in Portland, the 
bureau's analysis showed. 

Studies of hospital employee 
compensations in a number of 
leading U. S. cities have been com- 
progress, BLS 


forms 


pleted or are in 
stated 


‘Newsletter’ Offered 
For the 


Auxiliary 
made available on an individual 
subscription basis. The price is 
$2 per year. Members of the staff 
of any hospital which has a Type 
V auxiliary may subscribe to the 
publication. The Newsletter, for- 
merly published 9 times yearly, is 
now published 12 times a year. 


first time the Hospital 


Newsletter has been 
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ILLINOIS, CONNECTICUT— 


State Health Agencies File 1957-59 Budgets 


The state health departments of 


have submitted requests for operatin 


Illinoi 


Connecticut and Washington 
x funds f the 1957-59 | niu 


Illinois State Health Department Director Roland R. C 


for $31,373,750 for the 2-year 


period. The requ 


) 
Illinois Budgetary Commission, which makes 


governor. 

In his budget request, Dr. Cross 
proposed a new $3 million health 
facilities building at Springfield 
and 4 new laboratories—a $3,465,- 
000 unit at Chicago, 1 for $700,000 
at Champaign, another $700,000 
facility at Rock Island, and a $550,- 
000 building at East St. Louis 

Dr. Cross is also seeking addi- 
tions and improvement to facili- 
ties at Chicago and Mount Ver 
tate tuberculosis sanitar1 
to the Carbondale laboratory 

Included in the 
is $1,360,000 for 

bes 


tribution of medical preparations 


Illinois budget 


p irchase and dis- 


including Salk vaccine 

Connecticut's State Welfare Depart- 
ment, through Commissioner Chris- 
ty Hanas, has 


partmental budget of $84.1 million 


. 1 
recommended a de- 


for the biennium. This represents 
an increase of $4.7 million over the 


bien- 


expenditures for the currer 
niun 
Approximately 10 per cent of 
department’s expenditures are 
for hospital and medical services, 
Commissioner Hanas reported 
“Complete medical service is pro- 
vided our beneficiaries with free 
choice of physicians, hospitals, 
clinics, and vendors of drugs 
room supplies and appliances,” 
tated 
Medical 


assistance 


service for 
provided by the 
grams of various Connecticut 
munities. The State Welfare 
partment 

45 per cent 

cluding medical 
beneficiaries 

“In addition,’ C 
nas stated, “the departme 
tains 3,100 beneficiaries in 
and convalescent hospitals 
cost, for room, board and or 
nursing care, of approximately 
million per year. This expenditure 

is included in the public as- 
sistance budget.”’ 

Connecticut’s hospital rates have 
been rising since 1951, according 
to the state’s Hospital Cost Com- 
Application of 


1956, ha 


mission 
effective July 1, 
that hospital cos will 
4.67 per cent ri 

fiscal veal 


If the rate 


stationary, n 
stated, a added co 
current biennium of $443,000 
timated 
Washington State’s 
Public Assistance has requested funds 


to reimburse community hospitals 


Department of 


for 100 per cent « le) t in 


appropria- 


ael 


IHinois Hospitals Receive 
State Funds for Patient Care 


spitals received ap- 


150.000 fi Y the 


porte 1, 
approx1n 
because 


ceeded 


received approximately 


276.000 more than they di 
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Associations, Council Name New Officers 
Association of Delaware Hospitals: president, A. B. Nixon, trustee, Wilming- 
ton General Hospital, Wilmington; vice president, Charles E. Vadakin, 
administrator, Memorial Hospital, Wilmington; secretary-treasurer, Fan- 
nie Nathans, statistician, Group Hospital Service Inc., Wilmington. 


Florida Hospital Association: presi- 
dent, Ben P. Wilson, administrator, 
Munroe Memorial Hospital, Oca- 
la; president-elect, administrator, 
Doctor’s Hospital, Coral Gables; 
secretary-treasurer, Robert E. Raf- 
nel, administrator, Tallahassee Me- 
morial Hospital, Tallahassee. 

Illinois Hospital Association: presi- 
dent, Leon C. Pullen Jr., ad- 
ministrator, Decatur and Macon 
County Hospital, Decatur; presi- 
dent-elect, Rev. John Weishar, di- 


rector of Catholic hospitals, Diocese 


of Peoria; first vice president, Ar- 
kell B. Cook, administrator, Evans- 
ton Hospital, Evanston; second 
vice president, Virgil W. Nelson, 
superintendent, Lutheran Deacon- 
ess Hospital, Chicago; secretary- 
treasurer, Delbert L. Price, ad- 
ministrator, Children’s Memorial 
Hospital, Chicago. 

Hospital Council of Greater New 
York: president, Thomas J. Ross, 
member, advisory board, St. Vin- 
cent’s Hospital; vice president, 
Carroll J. Dickson, vice president, 
Long Island College Hospital; vice 
president, Alvin C. Eurich, vice 
president, Fund for the Advance- 


ment of Education; vice president, 
Dr. Martin R. Steinberg, director, 
Mount Sinai Hospital; treasurer, 
Cloyd Laporte, attorney; secretary, 
Dr. Hayden C. Nicholson, executive 
director, Hospital Council of Great- 
er New York. 

Oklahoma State Hospital Association: 
president, Jack Shrode, adminis- 
trator, Wesley Hospital, Okla- 
homa City; president-elect, Karey 
Fuqua, administrator, Southwest- 
ern Clinic Hospital, Lawton; vice 
president, Celeste K. Kemler, ad- 
ministrator, Valley View Hospital, 
Ada; secretary, R. L. Loy, Mercy 
Hospital-Oklahoma City General, 
Oklahoma City; treasurer, Ken- 
neth Wallace, St. John’s Hospital, 
Tulsa. 

Utah State Hospital Association: pres- 
ident, Kenneth E. Knapp, adminis- 
trator, Thomas D. Dee Memorial 
Hospital, Ogden; president-elect, 
Anna Grace Williams, R.N., direc- 
tor, Shriners’ Hospital for Crip- 
pled Children, Salt Lake City; 
treasurer, Sister Olivia Marie, R.N., 
administrator, Holy Cross Hospital, 
Salt Lake City; secretary, L. Brent 





Other People 


Radiology Gold Medal 
Awarded to Dr. Reynolds 


Dr. Lawrence Reynolds, chief of 
the department of radiology at 
Harper Hospital, Detroit, has been 


named the re- 
cipient of the a 


gold medal of 
the Radiological 
Society of North 
America. The 
society held its 
42nd annual 
meeting in Chi- 
cago during the 
first week in 
December. 

Dr. Reynolds 
has been a radiologist at Children’s 
Hospital, Detroit, and was chief of 
radiology at Peter Bent Brigham 
Hospital, Boston. At present he is 
editor-in-chief of the American 
Journal of Roentgenology, Radium 
Therapy and Nuclear Medicine, in 
addition to conducting a private 
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in the News 


practice and his work at Harper 
Hospital. 


Germaine D. Febrow Named 
To Association Council Post 


Dr. Edwin L. Crosby, director of 
the American Hospital Association, 
has announced the appointment of 
Germaine D. Feb- 
row as staff rep- 
resentative, 

Council on Hos- 
pital Auxilia- 
ries. 

Mrs. Febrow 
had been mem- 
bership — secre- 
tary and auxil- 
iary coordinator 
of the Illinois 
Hospital Associ- 
ation for five years prior to joining 
the Association. From 1944 to 1951 
she held the post of public rela- 
tions director of St. Luke’s Hospi- 
tal, Chicago. 


MRS. FEBROW 


Goates, assistant administrator, W. 
H. Groves Latter-day Saints Hos- 
pital, Salt Lake City. 

Virginia Hospital Association: presi- 
dent, Raymond E. Hogan, adminis- 
trator, Giles Memorial Hospital, 
Pearisburg; president-elect, Har- 
vey M. Clymer, administrator, 
Shenandoah County Memorial 
Hospital, Woodstock; secretary, 
William R. Reid, administrator, 
Jefferson Hospital, Roanoke; treas- 
urer, Roscoe B. Rhoads, business 
manager, Loudoun County Hospi- 
tal, Leesburg. 

Associated Hospitals of Manitoba: 
president, T. A. J. Cunnings, exec- 
utive director, Sanatorium Board 
of Manitoba, Winnipeg; first vice 
president, J. E. Robinson, superin- 
tendent, Children’s Hospital, Win- 
nipeg; second vice president, F. 
Foster, business manager, Bran- 
don General Hospital, Brandon. 

Ontario Hospital Association: presi- 
dent, C. V. Charters, trustee, Peel 
Memorial Hospital, Brampton; 
president-elect, H. M. Jackson, 
trustee, Norfolk General Hospital, 
Simcoe; vice president, Rev. James 
Ferguson, trustee, Royal Victoria 
Hospital, Barrie; vice president, 
Sister St. Philippe, R.N., adminis- 
trator, Ottawa General Hospital; 
vice president, Dr. J. E. Sharpe, 
superintendent, Toronto General 
Hospital; executive secretary- 
treasurer, S. W. Martin, Ontario 
Hospital Association, Toronto. 


Hinderer Takes New Post 


Harold Hinderer, St. Paul, Minn., 
has joined the central office staff 
of the Catholic Hospital Associa- 
tion as director of Financial Man- 
agement Services, succeeding the 
late William H. Markey Jr. Mr. 
Hinderer will also serve as secre- 
tary of the association’s Council on 
Financial Management and have 
charge of the purchasing institute 
held in conjunction with the as- 
sociation’s convention. 


Brewton to Health Group 


Charles S. Brewton Jr. has ac- 
cepted the position of associate di- 
rector of the Joint Commission on 
Mental Illness and Health, Boston. 
Mr. Brewton has resigned from the 
staff of Sen. Lister Hill (D-Ala.) 
after 14 years as a top administra- 
tive aide. 


Seltzer Heads Council 


Charles J. Seltzer Jr. has been 
elected chairman of the Hospital 
Council of Philadelphia for the 
unexpired term of J. Hamilton 
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PHARMASEAL LABORATORIES 








Another Pharmasea/ First...a truly modern hospital procedure, 
better in every way for patient and staff. Adds dignity to 
the nursing profession. Prepackaged—easy to administer— 
disposable-—economical. Saves time, saves money. Nurses 
everywhere ask for Pharmaseal Disposable Oil Retention 
Enema (125 cc. Mineral Oil). 


PHARMASEAL LABORATORIES, Glendale 1, California PHARMASEAL 
Affiliate of Don Baxter, Inc 








Cheston, who has resigned. Mr. 
Seltzer is a trustee of St. Luke’s 
and Children’s Medical Center. 
Brandon Barringer, trustee of Jef- 
ferson Medical College and Hos- 
pital, has been elected secretary 
of the council, succeeding Mr. 
Seltzer. 


Torrence to Head 
Accounting Department 


G. A. Torrence has been named 
to head the newly created account- 
ing department of the California 
Hospital Asso- 
ciation. The ac- 
counting pro- 
gram, scheduled 
to get under 
way Jan. 1, has 
been inaugurat- 
ed to meet the 
need for uni- 
form account- 
ing practices 
throughout the 
state and to pro- 
vide accounting counsel for the as- 
sociation’s 341 member hospitals. 

Mr. Torrence, a certified public 
accountant, has served on the staff 
of Blue Cross of Southern Cali- 
fornia since 1948. 
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Newington Hospital Names 
First Surgeon-in-Chief 

Newington (Conn.) Home and 

Hospital for Crippled Children has 
appointed the first surgeon-in- 
chief in its 58 
year history. Dr. 
Burr H. Curtis 
of Hartford, 
Conn., was 
named to the 
post effective 
mec. i. 

The surgeon- 
in-chief position 
was created fol- 
lowing recom- 
mendations con- 
tained in a recent study of the 
institution by a team of experts in- 
cluding Dr. Howard A. Rusk, 
chairman of the department of 
physical medicine and rehabilita- 
tion at the New York University- 
Bellevue Medical Center, New 
York City. 

Dr. Curtis, a graduate of Colum- 
bia University, has been a member 
of the Newington medical staff 
since 1941. He will continue a lim- 
ited practice in Hartford in addi- 
tion to his new position. 


Whyte Heads AMA Group 


Warren E. Whyte, 30, has joined 
the American Medical Association’s 
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pharmacy department, in order to 
carry out physicians’ orders, those 


law department staff as executive 
secretary of the Committee on 
Legislation. Mr. Whyte, a former 
trial lawyer for the Food and 
Drug Administration in Washing- 
ton, succeeds R. G. Van Buskirk, 
who resigned from the AMA post 
to enter law Baton 
Rouge, La. 


drug items which have been re- 
ceived, compounded, labeled, dis- 
pensed, or prepared for adminis- 
tration by or under the supervision 
of the pharmacist-in-charge. Thes¢ 
practice in items may be procured by nurses 


under rules and procedures ap- 
proved by the director of the hos- 
Nurse’s Role in Pharmacy 


pital upon recommendation of the 
Clarified by Michigan Rule 


pharmacist-in-charge.’ 

Rule 32 was jointly developed 

A rule clarifying the nurse’s role by the Michigan Hospital Associa- 
in hospital pharmacies has been tion. the Michigan State Medical 
approved by the attorney general Society, the Michigan Pharmaceu- 
of Michigan. tical Association, the Michigan So- 

Dr. Roger B. ciety of Hospital Pharmacists, the 
Nelson, chair- Michigan State Nurses Association, 
man of the : and the Michigan Board of Phar- 
Michigan Hos- 
pital Associa- 
tion’s Councilon 
Professional 
Services, said 
that the rule, 
which had been arly this year 
adopted by the 
Michigan Board es le usy business 
of Pharmacy, was developed so 
that Michigan hospitals would not 
be hampered in meeting the needs 
of their patients. 

Part IV of Rule 32 states: ing three 

“Nurses may from the as is n 


macy 


‘Businessman’s Clinic’ 
Doctors Hospital, Philadelphia, 
is planning to establish a special 
sman’s Diagnostic Clinic’ 
, the hospital has an- 
presently conceived, 
executive 1n 
need of a complete physical check- 
up will be a to come to the hos- 
pital fon ver hours over a 

f 


three-day instead of 


procure 


A Review of 





1956 


(Cont ed from page sv) 


Renewal of the 1954 request fo! 


slation to p ovide prope! med- 


member hospitals have decided to 
appeal all points of the recent di legi 
trict cour 
brought by hospitals against cer- 


ical care for military dependents 
(On Jan Rep. Carl Vinson [D- 


Ga.] introduced a new dependents’ 


ruling in the suit 
tain medical specialists.” 

With the reconvening of Congres medical care bill in the House. ) 
news from Washington was given 
even more prominence than usual 

In his State of the Union mes- 


President Eisen- 


CALIFORNIA FLOODS 


Floods at Yuba City. Calif., had 


sage to Congress, created serious problems for the 


hower said he would recommend a hospitals in the area, it wa 


“substantial increase” in federal ported in the Jan. 16 issue 


funds to support a we 


ll-balanced Appropriately enough the 
in- sue carried a_ headline 
‘1956 National Hospital Week E 


Disaster Planning.” 


revealed that di 


program of medical research, 
cluding basic research. 

He also said he would recom- 
mend a new 
plan to aid con- planning 
struction of _ cussed at the 
nonfederal : 
medical r@e- ‘ a Secretaries of State and Res 
Hospital Associations 


in California, 18 San F1 


activities would be 
AHA’s annual Mid- 


vear Conference for Presidents and 


and 


search : 
facili- Le Also 


teaching 
ties and would cisco hospitals announced plans 
2-yeal 


feasibility of 


propose: program 
Extension 

“by federal re- 

insurance 

otherwise”’ 

voluntary health insurance cover- 


medically indigent in their homes 
Early in February the items con- 

REP. VINSON 
budget 


tained in the President’s 


message to Congress were reported 
age to many more persons More than $2.6 billion was ear- 
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marked for HEW. 

Important hospital and medical 
budget requests were: 

@ $130 million for Hill-Burton, 
including $88.8 million in _ basic 
construction funds. 

@ $40 million for 
of medical and dental research and 


construction 


teaching facilities 

@ $10 million for mortgage in- 
surance for construction of health 
facilities 

@ $126 million for National In- 
stitutes of Health research pro- 
grams 

@ $36 million for Public Health 
Service programs. 

@ $662.9 million for Veterans 
Administration inpatient care, with 
another $53 million slated for VA 
hospital construction 

@ $8.7 million for expansion of 
Indian health facilities. 


DR. MacEACHERN DIES 


Dr. Malcolm T. MacEachern, director 
of professional relations for the 
American Hospital Association, 
died Feb. 3, 1956, at the age of 74. 

The death of one of the truly 
outstanding men of the hospital 
world was marked by tributes from 
hospital and health people from 
all parts of the earth. HOSPITALS, 
published four full pages of ‘“Trib- 
utes to ‘Dr. Mac’ ”’ which had been 
received by the AHA, but even 
this did not include all the fine 
things said of him in memoriam. 

In Baltimore, emergency room per- 
sonnel treated approximately 185 
people injured in a fire. Ten had 
died and 13 were hospitalized as a 
result of the conflagration. Ap- 
proximately 1,000 people were at 
a gathering in a hall south of Bal- 
timore when the fire erupted. 

Dr. Frederick G. Carter, 67, a former 
AHA president and 1952 recipient 
of the Award of Merit, died Feb. 
19 in Cleveland. Dr. Carter had 
been president of the Association 
in 1939-40 


HOOVER PRESENTS CITATION 


Former President Herbert C. 
Hoover presented a citation to the 
American Hospital Association and 
the Blue Cross Commission on at- 
taining 50 million members. Mr. 
Hoover presented the citation as 
chairman of the Citizens Advisory 
Commission of the Health Infor- 
mation Foundation. 

Problems such as the effect of 
prepayment on medical education, 
the effect of graduates of foreign 
medical schools on medical care, 
and the practice of medicine by 
full-time appointees in medical 


schools were discussed at the 52nd 
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Annual Congress on Medical Edu- 
cation and Licensure. 

“Personal strivings of the people 
concerned with the functions of 
the hospital are opposed to the 
changes imposed by tremendous 
advances in medicine in recent 
years.” So spoke Dr. William H. 
Wood, clinical director of the Nor- 
ways Foundation, Indianapolis, be- 
fore the American Protestant Hos- 
pital Association convention. 

“From our own ranks,” he said, 
“we select such  super-control 
groups as the Joint Commission on 
Accreditation of Hospitals. These 
people have come from our own 
group, yet. we treat them as 
persons who are opposed to us.” 

Among his first public statements 
upon being appointed as HEW spe- 
cial assistant for medical and 
health affairs, Dr. Lowell T. Cogge- 
shall outlined his view that hospi- 
tal care for chronic and acute pa- 
tients should be different from 
the standpoint of the services that 
the hospital must provide. 

He said he would like to see a 
self-service wing set up in a hospi- 
tal for the use of patients who do 
not need piped oxygen, special at- 
tendants, or other specialized hos- 
pital services. 

As subsequent issues of HOS- 
PITALS indicate, this was one of 
Dr. Coggeshall’s major health pro- 
posals for 1956. 

The board of commissioners of the 
Joint Commission on Accreditation 
of Hospitals approved a revision 
of its survey report forms and 
modified five requirements for 
accreditation. 

Specific changes approved were: 

@® The requirement that all pa- 
tients on admission have a serolo- 
gical test for syphilis has been 
dropped. 

® Recorded pelvic 
ments on obstetrical patients are 
no longer required for accredita- 


measure- 


tion. 

@A recording thermometer on 
the discharge line of every auto- 
clave is no longer required 

@ An automatic stop order on 
dangerous drugs has been adopted. 

@ A written plan for the recep- 
tion and care of mass casualties is 
an added requirement. 

March 16 HOSPITALS’ reported 
that “Attorneys for the Idaho Hos- 
pital Association have filed a brief 
with the state attorney general, 
asking him to withdraw his present 
opinions as to medical specialists 
in hospitals . 

(The attorney general had ruled 
that “... the hospital, and not the 
patient, compensates the practi- 












tioner for services rendered” in 
hospital radiology, pathology, and 
anesthesiology departments of the 
hospital in question. He stated that 
“a hospital, if organized for hospi- 
tal purposes may erect, own and 
provide facilities for medical and 
surgical treatment. However, such 
powers do not allow or include the 
practice of medicine and surgery.” ) 


GPS MEET 


Doctors attending the American 
Academy of General Practice con- 
vention voted down a_ proposal 
urging limitation of the authority 
of the Joint Commission on Ac- 
creditation of Hospitals. However, 
the academy adopted a resolution 
asking JCAH to “seriously con- 
sider the withdrawal of its pres- 
ent requirement of the signing of 
a pledge on the division of fees as 
a requirement of accreditation.” 

The AHA Washington Service Bu- 
reau found that congressional ac- 
tion on health measures was off 
course: “‘As of mid-March, a brief 
review of pending national health 
legislation presents a general pic- 
ture of many important bills eddy- 
ing about far from the main stream 
of current legislative action. There 
is some chance, however, that after 
Congress’ annual Easter recess, 
some of the health proposals will 
move forward.” 

In special testimony before the 
Senate Appropriations Committee, 
HEW Secretary Marion B. Fol- 
som asked that Hill-Burton funds 
stricken by House action be re- 
stored. The House had cut $19 mil- 
lion from the administration's Hill- 
3urton request. 

The third group of hospital re- 
search grants, totaling $491,328, 
was announced by Surgeon Gen- 
eral Leonard A. Scheele. Awards 
were made to 11 groups. 

St. Joseph Hospital, Lorain, Ohio, 
was named the grand award win- 
ner in the National Hospital Safe- 
ty Contest conducted by the Amer- 
ican Hospital Association and the 
National Safety Council. 

Leo M. Lyons was named full-time 
executive director of the American 
Protestant Hospital Association. 
Mr. Lyons is a former chairman of 
the Tri-State Hospital Assembly. 
between industry 
and hospitals is of the greatest im- 
portance if community disaster 
preparedness is to be successful,” 
Ray E. Brown, AHA past president, 
told industrial editors across the 
nation. HOSPITALS also reported 
that “flood-damaged Warren (Pa.) 
General Hospital resumed normal 
operations March 19... since ris- 


‘Cooperation 
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ing flood waters forced its partial 
evacuation March 8.” 


MAJOR MEDICAL CARE 


Civil Service Commission Chair- 
man Philip Young announced a 
federal program to provide all fed- 
eral workers and their dependents 
with major medical care benefits 
entirely at the expense of the gov- 
ernment. 

The AHA stated: .. This pro- 
posal deals only with costs of the 
so-called catastrophic illnesses and 
ignores the more important ques- 
tion of basic coverage of the over- 
whelming number of_ illnesses 
which strike our people.” 

The plan was immediately criti- 
cized by the American Federation 
of Labor and the Congress of In- 
dustrial Organizations. The labor 
groups charged that the adminis- 
tration plan ignored the _ basic 
health insurance needs of federal 
employees, providing only for the 
exceptional needs 

More than 820 hospitals partici- 
pating in the fifth National Intern 
Matching Program submitted 
ranking lists covering more than 
29,000 applications. The average of 
more than four applications per 
student was the highest in the his- 
tory of the program. A total of 


6,588 internship positions were 
filled. 

Conventioners at the 33rd New 
England Hospital Assembly were 


told that the physician often has 
a distorted picture of the hospital 
trustee. 

Dr. George R. Dunlop, a surgeon 
at the Memorial Hospital, Worces- 
ter, Mass., said the doctor “‘.. . sees 
a layman, possessing little acquain- 
tance with medical science or hos- 
pital procedure, placed in a posi- 
tion where he dictates policies over 
those who have spent years in ac- 
quiring professional knowledge. 
This distorted picture of the trus- 
tee should be corrected.” 


LEGAL RULING 


The attorney general of North Car- 
olina ruled that nonprofit and pub- 
lic hospitals are not like private 
corporations organized for profit, 
which cannot practice medicine 
under the state’s Medical Practice 
Act. 

In a report on May 1, HOSPITALS 
stated: “The Workmen’s Compen- 
sation Board of New York does not, 
and never did have, the authority 
to promulgate a schedule of rates 
for hospital accommodations and 
services for workmen’s compensa- 
tion patients. This opinion, issued 
by the Court of Appeals of the 
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State of New York, reverses the 

lower courts.” 
One of the prime needs in the hos- 
pital field is the 
provision for 
adequate edu- 
cational re- 
sources fo! 
developing 
leadership, Rev 
J. J. Flanagan, 
S. J., executive 
director of the 
Catholic Hospi- 
tal Association 
told the 

Hospital Confer- 





FR. FLANAGAN 


Caro- 
linas-Virginias 
ence. 

HEW Secretary Folsom challenged 
the Blue Cross and Blue Shield 
plans to re-evaluate their objec- 
tives, in an address before the An- 
Conference of Blue Cross 
He listed areas that offered 
expanding and 


nual 
Plans. 
opportunities fo1 
improving voluntary health insur- 
ance 

@® Coverage of 
strophic illness 

@® Development of 
sive one-package plans 

® Coverage for older people 

® Higher income ceilings in such 


major or Cata- 


comprehen- 


care plans. 

® Better coverage of people who 
are not members of 
groups and those with low incomes 

Dr. Raymond F. Peterson, Butte, 
Mont., was appointed representa- 
tive of the American Medical As- 
sociation on the Joint Commission 
on Accreditation of Hospitals, suc- 
Rolland J 


organizea 


+ 


ceeding the late Dr. 
Whitacre 


HOSPITAL IMMUNITY 


Supreme Court has 
municipally-operated 


Mississippi's 
ruled that 
hospitals are immune to court suits 
for the negligent acts of their em- 
ployees, thus lowe! 
decision awarding damages 


reversing a 
court 
to a patient for injuries sustained 
in a municipal hospital. 

hospitals will see thei 
greatest period of growth in the 
next decade, Ray E. Brown 
dicted in an address at the Tri- 
State Hospital Assembly, Chicago, 
in May. He foresaw a need for an 


General 


pre- 


additional 202,000 general hospi- 
tal beds by 1965. 
To overcome what he _ termed 


“srowing dissatisfaction” with the 
Joint Commission on Accreditation 
of Hospitals, Dr. Herbert L. Hart- 
ley, editor of Northwest Medicine, 
suggested as an alternative that the 
accreditation program be turned 
over to county medical societies 


He made the suggestion at the 26th 








annual convention of the Associa- 
tion of Western Hospitals 

In an address before the South- 
Hospital Conference con- 
n Miami Beach, Fla., Dr 
AHA past 


discussed the psycholo- 


eastern 
vention 


Frank R. Bradley, an 
president, 
gy of hospital, phy: 


erning board re- 


iclan, and gov- 


lations 

In the United 
States, 584 gen- 
eral hospital 
have 25,011 bed 
in psychiatric 
units, with 264,- 
admission 
in 1954, D1 
Charles K. Bush, 
told delegates to 
the American 
conven- 





ay 7 
DR. BRADLEY 
Psychiatric As 
tion. He reported that 49 Ca- 
nadian general hospitals have 1,385 


beds in psy with 21,- 


ociation 


also 


chiatric unit 
1954 


g the amendment 


715 admissions in 
Resolutions urgin 
state and national labor law 
adopted at the 40th conven- 


tion of the American Nurses As- 


f 


COAL FIELD HOSPITALS 


Mine Workers 
pitals in coal mining areas were 
dedicated June 2 at a Beckley, W 
Va., ceremony. The new hospital 
will serve 400,000 miners and their 
dependent 

Regarding tax-exemption for hos- 


hos- 


pitals and similar institutions, the 


Internal Revenue Service has tak- 


en the general position that the 
term ‘charitable’ means an “im- 
plied public trust constituted for 


some public benefit, the income o1 





beneficial interest of which may 


not inure to the benefit of any 
private shareholder or individual.”’ 
The statement was contained in 
a set of criteria issued by IRS to 
help in determining whether a hos- 
pital can qualify for exemption a 
public charitable organization 
“We are not teaching youn 
en that 
wards which compare with the re- 


wom- 


practical nursing has re- 


wards professional nursing offers,” 
Edwin A. Christ, Ph.D., told the 
15th annual convention of the Na 
tional Association for Practical 
Nursing Education. Mr. Christ is a 

he University 


research associate at t 
of Missouri 

An erroneous concept of nursin 
education implanted in the public 
mind in recent years, he said, has 
had a harmful effect on recruit- 
ment of women for the nursing 


field 
The standard of the American Psy- 
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chiatric Association requiring the 
senior officer of a mental hospital 
to be a physician with adequate 


ability in psychiatry was debated 
during the 112th annual APA 
meeting 

In June, Pennsylvania’s Gov. 


George M. Leader signed an omni- 
bus appropriations bill calling for 
more than $22 million in state ex- 
penditures. He also signed a $42 
million measure providing funds 
for hospital construction, repairs, 
and improvements 

Gov. Leader additionally signed 
into law a bill providing $2.3 mil- 
lion to state-aided hospitals which 
have approved schools of nurs- 
ing. 

“Today the medical pendulum is 
swinging back from hospital care 
to home care,” said Dr. Jack Ewalt, 
Massachusetts 
general health. He spoke at a panel 


commissioner’ of 


discussion on problems of the aging 
held in Washington as part of a 
confer- 


federal-state government 


ence on aging 
MEDICAL CARE ACT 


President Eisenhower signed into 
law the Dependents’ Medical Care 
Act. This was the first important 
new health bill to become law in 
the second session of the 84th Con- 
£rTess. 

At the Middle Atlantic Hospital 
Assembly, three speakers viewed 
the future 

Dr. Albert W. Snoke, president 
of the AHA—predicted more de- 
partmentalization in hospitals of 
the future. 

George Bugbee, president of the 
Health Information Foundation 
aid opportunity exists for organ- 
izing professional disciplines and 
physical equipment so that patients 
will be treated according to the 
special needs dictated by their dis- 
abilities. ‘‘We must move toward 
broader acceptance of the transfer 
from small to large 
hospitals and 


of patients 
medical center type 
vice-versa.” 

Harry Becker, program consult- 
ant to Blue Cross plans—foresaw 
extension of insurance coverage to 
convalescent, nursing home, and 
ambulatory care, and coverage for 
prolonged illness, whether at home 
or requiring frequent hospital ad- 
M1SS1ONnS 

“The modern hospital is one of 
our very finest achievements and 
the American hospital is the stand- 
ard of the world.’ These words of 
praise were from His Eminence, 
Samuel Cardinal Stritch of Chi- 
cago, in the keynote address at the 


90 


41st annual convention of the 
Catholic Hospital Association of 
the United States and Canada. 

Rt. Rev. Msgr. Joseph B. Bruni- 
ni, Jackson, Miss., was installed as 
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president of the association suc- 
ceeding Rt. Rev. Msgr. Robert A. 
Maher, Toledo, Ohio. 

A plea for the acceptance of the 
hospital administrator as a partner 
of the physician in the improve- 
ment of patient care was made at 
the ninth convention of the Upper 


Midwest Hospital Conference by 
Dr. Snoke. 
Reduction, ‘‘as much as is consist- 


ent with medical necessity,” in the 
use of x-rays and fluoroscopes was 
recommended by a National Acad- 
emy of Science group investigating 
radiation effects on humans. 

In July, HOSPITALS reported that 
Washington State’s Supreme Court 
upheld a lower court ruling dis- 
missing a $109,600 negligence suit 
against the Kennewick (Wash.) 
Public Hospital District. Among 
the points made by the high court 
was that the furnishing of blood 
by a hospital is a service and not 
the sale of a commodity 

The House of Delegates of the 
American Medical Association ac- 
cepted a report on the Joint Com- 
mission on Accreditation of Hos- 
pitals stating that the commission’s 
organization should not be changed. 

Administrative residents across the 
country completed their class du- 
ties in hospital administration and 
began work in various hospitals, 
it was reported in the July 1 and 
July 16 issues of the Journal. 


BLUE CROSS REORGANIZES 


At a special meeting on July 10, 
representatives of the Blue Cross 
plans met in Chicago and revised 
the national structure of the or- 
ganization. 

Under the revision, the Blue 
Cross Association, organized in 
1948, was activated as a national 
headquarters for selling Blue Cross 
benefits to employers whose ac- 
tivities cut across a number of 


3lue Cross Plan territories, sav- 








ing the employer the trouble of 
dealing with up to 86 different 
plans. 

After 23 years in the public health 
field, 8 of them as surgeon gen- 
eral, Dr. Leon- 
ard A. Scheele 
resigned to en- 
ter private i1n- 
dustry. 

The community 
hospital as the 
nucleus of a 
community 
health center 
and greatly- 
broadened hos- 
DR. SCHEELE pital-medical 
insurance were seen as strong pos- 
sibilities within the next gener- 
ation by Dr. Ward Darley. Dr. 
Darley, president of the University 
of Colorado, took his look into the 
future in a paper prepared for the 
25th anniversary of the W. K. Kel- 
logg Foundation. 

Formation of the Commission on 
Professional and Hospital Activi- 
ties Inc. to conduct a medical sta- 
tistical help hospitals 
analyze medical records was an- 
nounced. Dr. Paul R. Hawley, di- 
rector of the American College of 


service to 





DR. CROSBY 


DR. HAWLEY 
Surgeons, is president of the com- 
mission and Dr. Edwin L. Crosby, 
AHA director, is treasurer. 

Ohio, through action of the state 
Supreme Court, became the 14th 
state to make charitable organiza- 
tions totally lable for negligent 
acts of their employees. 

President Eisenhower signed the 
Health Amendments Act of 1956, 
which includes $125 million for the 
Hill-Burton program during fiscal 
1957. The act also provides $5 mil- 
lion a year for 3 years for ad- 
vanced training of professional 
nurses, public health nurses, and 
practical nurses. 

He also signed a medical re- 
search grant bill providing $90 
million in matching grants over a 
3-year period to aid nonfederal 
construction of laboratory facili- 
ties, a bill authorizing Alaska to 
establish its own mental health 
program, and a bill providing 
$400,000 for the World Health Or- 
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ganization to hold its 11th world 
assembly in the United States in 
1958. 

The Hill-Burton program 
marked its 10th anniversary; it had 
become a $2.5 billion enterprise. 


NEW SURGEON GENERAL 


Dr. Leroy E. Burney, a member 
of the Public Health Service since 
1932 Ww 
named by Pres- 
ident Eisenhow- 
er to succeed 
Dr. Scheele. 

Before Con- 
gress adjourned 
July 27 it au- 
thorized estab- 
lishment of the 
National Li- 
brary of Medi- 
cine and appro- 
for its planning 


a 


» 


DR. BURNEY 


priated $350,000 
and design. The Armed Forces 
Medical Library, largest in the 
world, was absorbed into the new- 
ly created institution which is ad- 
ministered by the Public Health 
Service. 

Congress approved bill 
amending the income tax laws to 
gifts to organizations 
engaged medical research in 
conjunction with hospitals. Con- 
tributions of up to 30 per cent of 
adjusted gross income are now de- 
ductible. 

Dr. Charles F. Wilinsky, former pres- 
ident of the 
American Hos- 
pital Associa- 
tion, was named 
as the recipient 
of the 1956 Dis- 
tinguished 
Service Award, 
the Association’s 
highest honor. 

The AHA and 
allied groups 
announced thei! 
convention plans in August 


also a 
encourage 
in 


DR. WILINSKY 
annual 


ACCREDITATION 


The term “provisional” will no 
longer be used in designating the 
accreditation of hospitals, the Joint 
Commission on Accreditation of 
Hospitals ruled. The ruling, an- 
nounced in September, was made 
has been 
commission 


“provisional” 
the 


because 
misinterpreted, 
stated. 
Hospitals will be accredited for 
either one year or three years. Ac- 
creditation for three years applies 
to those hospitals which are now 
fully accredited and accreditation 
for one year applies to hospitals 
now provisionally accredited. 
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Sept. 1 it was reported that Ida- 
ho’s Supreme Court ruled that a 
the 
the 
been 


charitable hospital is liable fo 
negligence of its employees if 
person bringing suit 
paying patient of the hospital. Ida- 
ho previously had total immunity 

Sept. 16: Revocation of a doctor’s 
the Texas State Board 


Examiners, for accept- 


has a 


license by 
of Medical 
ing a salary from a clinic collect- 
ing fees 
upheld by the state Civil Court of 
Appeals. 

In Mississippi, C] 


for his services, has been 


County Chan- 
cery Court ruled that dismi of 
a medical staff member by a pri- 
vate hospital's g« 

to judicial 


ay 


ssal 


board 

if the 
hospital signed a contract accept- 
ing public funds for its construc- 


verning 


ubject review 


tion 
MORE FUNDS 


On the last day of the second ses- 
sion, the 84th Congress approved 
a bill granting additional 
funds to help states meet 
program 


federal 
public 
assistance costs for aged, 
blind, disabled, and dependent 
children. In addition, the 
earmarked payments to the st 


public 


new law 


for the medical care of 
sistance recipients 
Three legal cases of importance in 
the hospital fiel« 
the Oct. 1 sue 
@ The Court 
‘ork’s highest 
hospital 1 
acts of its nonprofessional employ- 
though the per- 


ug 
medical in nat 


1 were reported in 
Ot HOSPITALS. 

of Appeals, New 
court, ruled that 


the negligent 


a 
s liable for 
ees, even acts 
formed were ure 
@ The Court 
ruled that a public hospital’s gov- 
erning board is justified in requir- 
ing audit of the 
members of its staff 
eliminate fee splitting 
@® Oregon’s Supret 
that juries hearing cases 


Ontario Supreme 


an books of 


in order to 
Court held 
which 
d de- 


ne 
in V 
hospitals are defendants shoul 
termine if the hospitals are ct 
able, nonprofit 
claims to be such 
the plaintiffs. 
Chicago hospitals gave a th 


are 


irda ol 
a million free Salk shots during 
the poliomyelitis threat th 

Paul J... I 
1e Departn 


ere 
Major General {obinson 
by tl 
Defense to be its administrator f 
pro- 
Army 


agent 


was named ent of 
the medical dependents’ care 
gram. The Department of 
was named the 
for all the services eli 
the program 

The Oct. 1 the 
contained a 16-page word and pic- 
ture report of the Sept. 17-20 con- 
vention of the American Hospital 


the 
contractual 
unde! 


sible 


issue of Journal 
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ternships available in U. S. hos- 
pitals and 80 per cent of U. S. 
hospital residencies, were filled as 
of Sept. 1, 1955, the American 
Medical Association reported. 
Nov. 16 it was reported that the 
federal government was collecting 
data it needs to shape its decision 
on hospital and medical care in- 
surance coverage for federal em- 
ployees and their dependents. 


DEC. 7: ‘MEDICARE’ 


Dec. 7 was the effective date for 
the beginning of the Dependents’ 
Medical Care Act (‘‘medicare’’) 
making hospital and medical care 


a statutory right which is avail- 
able to specified dependents of 
members of seven uniformed 
services. 

Blue Cross was named the ad- 
ministrative agent for the hospital 
phase of the program in 31 states, 
the District of Columbia, Alaska, 
Hawaii, and Puerto Rico. Mutual 
of Omaha is the administrative 
agent for the remaining 17 states. 

Nursing demands will increase in 
the next 10 years far beyond our 
present needs, Dr. Albert W. Snoke 
told the 16th annual conference of 
the Maryland-District of Colum- 
bia-Delaware Hospital Association. 





OF FUND-RAISING 
FOR HOSPITAL GROWTH 


Public response indicates a high regard for the united appeal 
idea in hospital fund-raising. One campaign for a group of 
hospitals takes into account the greatest good of the greatest 


number 


. an impressive commonwealth of protection and 


truly a practical manner of broadening the scope and geo- 


graphic range of medical care. 


Such fund-raising, under the specialized counseling of Amer- 
ican City Bureau, has been highly successful from New York 


to California, from Minnesota to Texas. . 
as two hospitals to those of ten or more... 


. in groups as small 
and for planned 


goals from $600,000 to $17,500,000. 





To learn more about how to enlist a wider range of medical, 
industrial and individual interest in fund-raising that follows 


the united approach . . 


American, City Bureau 


. please write for information. 


221 North LaSalle Street, Chicago 1, Illinois 


470 Fourth Avenue, New York 16, N.Y. 
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Hospitals should be concerned with 
the problem immediately, he said. 
HOSPITALS presented some 
statements made about foreign 
physician training in this country. 
An Institute of International Ed- 
ucation survey 
showed that 
more than 6,000 
foreign physi- 
cians from 84 
countries were 
training in 
American  hos-: 
pitals as interns 
or residents in 
1955-56. 
Stated Dr. 
Howard Rusk in 
the New York Times: 
hospitals are just as anxious to 
recruit foreign physicians as the 
physicians are to come to this 
country. This is not a ‘one way’ 
street, for without them many of 
our hospitals could not fill their 
house staff positions .. .”’ Dr. Rusk 
is chairman of the department of 
physical medicine and rehabilita- 
tion at the New York University- 
Medical Center, New 





DR. RUSK 


‘“*many of our 


3ellevue 
York City. 

Dr. Willard C 
of the faculty of 
Columbia University, described the 
admission into the United States 
of large numbers of foreign medi- 
cal school graduates as “reminis- 
cent of the diploma-mill era of 
50 years ago.” 

Dec. 1 it was announced that Dr. 
Basil C. MacLean would resign his 
post as commissioner of hospitals, 
New York City, to become presi- 
dent of the national Blue Cross 
Association 


Rappleye, dean 
medicine of 


IOWA COMPROMISE 


At year’s end peace came to Iowa. 
The Iowa Hospital Association and 
the Iowa State Medical Society 
reached a compromise in the hos- 
pital-specialist controversy in that 
state. 

Though peace came to Iowa, trou- 
ble appeared over much of the 
map. 

@ Approximately 250 were in- 
jured in a Brooklyn, N. Y., fire and 
explosion. 

@® Fifty victims of a fire in a 
Chicago Transit Authority train 
were treated at Chicago and 
Evanston, IIl., hospitals. A month 
earlier 8 were killed and 190 in- 
jured in the crash of a CTA ele- 
vated train. Controversy over the 
city’s lack of civilian disaster 


planning arose during an inquest 
into the crash. 
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eA snowfall of more than 24 
inches in Erie, Pa., and a chemical 
plant explosion in Alton, IIl., 
caused hospitals in those areas to 
function under emergency con- 
ditions. 

@ Putting prepared disaster 
plans into effect at Grant Hospital, 
Chicago, and Blodgett Memorial 
Hospital, Grand Rapids, Mich., 
helped avert panic at both hospi- 
tals when fires broke out recently. 

FOLSOM STAYS ON 

HEW Secretary Folsom announced 
that he was accepting the Presi- 
dent’s invitation to remain in his 
Cabinet post, but Dr. Lowell T. 
Coggeshall indicated he will leave 
early this year to return to the 
University of Chicago. 

Hospital staff members may un- 
knowingly be spreading staphy- 
lococeal infections caused by a 
penicillin-resistant strain in new- 
born infants, Dr. Thomas E. Shaffer 
told the American Public Health 
Association convention. Dr. Shaffer 

pediatrics 
State Uni- 


is a 
department at 
versity. 
Delegates to the American Medi- 
cal Association winter meeting 
heaped criticism on the proposed 
revision of the code of medical 
ethics. The main criticism was that 
the revision did not contain a suf- 
ficiently stern prohibition against 
the corporate practice of medicine. 
So 1956 came to an end. 


professor in the 
Ohio 


saree 


Blue Cross Association: 
Its aims and significance 


(Continued from page 40) 


good for the community and that 
means for the hospitals. As for the 
association, we take the position 
that we would like to maintain as 
complete a liaison as we possibly 
can. If we get the comfort of 
knowing that this will be main- 
tained, that the association will 
not produce a contract or an agree- 
ment which is not first tested as to 
our capacity to provide the serv- 
ice, then we shall be happy. If the 
association increases the number of 
people who are in prepayment, the 
hospitals as well as the subscribers 
will be benefited. 

Our concern is that nothing 
should interfere with the liaison 
and the communication which tells 
the people who sell what we can 
afford to give, and therefore, what 
they can afford to sell. Knowing 
Dr. MacLean and Mr. Garside and 
the others as I do, I am confident 
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and not concerned. 

Mr. Garside: If this involved any 
change in the relationship with 
the American Hospital Association, 
the answer is it couldn’t be, be- 
cause the minute we change that 
we cease to be effective prepay- 
ment plans. 

Moderator: Will the 
have any contacts with hospitals? 

Mr. Garside: No. 

Dr. Maclean: The contracts will al- 
ways be at the local level. I don’t 
see how it could be otherwise. 

Moderator: This is a question that 
would like to 


association 


the administrator 
know. I mean - - - 
There are 


Dr. Steinberg: many 


questions that we might pose. I 
couldn’t say yes or no if you asked 
me if its good or bad, offhand. Un- 
til we know more we must take it 
on faith. Generally, of course, the 
effective contact and 
munication from the _ hospital’s 
point of view is with the local Blue 
Cross Plan. I agree that it would 
be almost impossible to deal with 


only com- 


‘ 


anything but the local Blue Cross 
Plan. 

At the national level the repre- 
sentative has to be and should be 
the American Hospital Association. 

Moderator: Dr. MacLean, as the 
national accounts buy better Blue 
Cross contracts with better cover- 
age, won't this produce a real push 
for those who are not in the na- 
tional accounts to get this better 
protection? 

Dr. Maclean: That is our hope, that 
it will widen even more the ad- 
vantage that Blue Cross has over 
commercial insurance. 

Dr. Steinberg: It does it two ways. 
It not only stimulates people to 
think in terms of what better con- 
tract or more comprehensive con- 
tract they can get, but it gives Blue 
Cross a wider actuarial experience 

Moderator: What 
think, Dr. MacLean, need improve- 
ment in prepayment coverage? 

Dr. Maclean: My crystal ball is 
always cloudy and I might say 
something that my colleagues don’t 
agree with, but I think more diag- 
nostic service is going to be a part 
of Blue Cross coverage because 
there is such a demand for it. Rates 
will be adjusted to provide it. The 
New York Plan is experimenting 
with home care. It is certainly 
healthy to have exploratory work 
of that kind done, isn’t it? 


areas do you 


Moderator: Would you think the 
diagnostic coverage or outpatient 
coverage angle, would you think 
this should get a higher priority in 
expansion of coverage rather than 
the so-called catastrophic thing 
which is such a pet of the people 
in Washington? 

Dr. Maclean: I do personally. 

Dr. Steinberg: This leads to exam- 
ination as to whether it can be 
controlled and whether it is actu- 
arially sound. That is important 
and something that has to be 
worked out. 

Dr. Maclean: My point is that we 
should stop calling it abuse 

Mr. Garside: It should be borne 

, however, that if and when 
diagnostic admission 
must be adjusted 


we ‘Ove! 
that your rate 
accordingly, and until such time as 
the rates are calculated to cover 
diagnostic admissions, out of fair- 
ness we can’t have people walk in 
off the street for a complete check- 
up. 
Dr. Steinberg: When 75 to 80 per 
‘our patients are covered 
ssn’t make a 
difference what they 
Let’s put 
75 to 80 per cent is 


come in it this way 

suppose the 
increased, as we hope it may be, to 
90 to 95 per cent. Then our bids 
will be filled with the community’s 
patients they are 
diagnostic or any other pattern will 
needs and the 
premium will have to be adjusted 


Then whether 
depend on their 


as always to cost 

Moderator: You go into business 
on February 1, is that the date? 

Dr. Maclean: The first. 

Dr. Steinberg: Well, as a hospital 
director, I wish the association the 
best of luck * 


Hospital association meetings 
(Continued from page 6 
AHA INSTITUTES 
(THROUGH JUNE 1957) 


Nursing Service Administration Insti- 
tute — January 7-11; Birmingham 
Dinkler-Tutwiler Hotel 
Hospital Dietary Administration 
tute — January 21-2 Minne 
Leamington Hotel 
Nurse Anesthetists Institute January 
28-February 1; Detroit (Statler Hote 
Hospital Auxiliary Leadership Institute 
January 31-February 1; Da Baker 


Insti- 


J} 


J 
Hote 
Central Service Administration Institute 
Febr sary 1] 14; At inta Henry 
Grady Hote 


Nursing Service Supervision Institute 


93 








February 25-28; Chicag hore! 


Institute Fet 


Ct igewater 


yruary 


Hospital Pianning 
> Marct ] 


Beach Hote 
Evening & Night Nursing Service Super- 


visors Institute Marct +; R 
ke Hotel R 
Medical Record Library Lesmeenagy Insti- 
tute—Marct Shore 
land Hote 
Hospital ott Institute—March 11 
W jtor D.¢ W ird H 
Hospital Organization Planning Work- 
shop—March 18 New York (New 
Yorker Hote 
Staffing (Nursing) Institute March 
Chic 1g Shoreland Hotel 
Hospital Engineering Institute March 
Denver (O Hotel 
we Inservice pongrnme Institute 
Ay t Chicag C yre Hote 
Neengemnent Development Workshop 
Apr Boye { Lalit S 
noma M n Inr 
Improvement cf Patient Care Institute 
April 22-23; Kansas City, M Hotel 
President 
Obstetrical Nursing sare Administra- 
tion Institute Af 22-2 Bostor 
Somerset Hote 
Occupational Therapists Institute—Apri! 
Seattle (Olymy Hote 
Hospital Auxiliary Leadership Institute 
April z 2¢ Atlanta (Atlanta Bilt 
re Hotel 
Hospital Dietary Department Administra- 
tion Institute—May 20-24; Dearborn 
M t De irb rr Ine 





Administrators’ Secretaries Institute 
May 14-17; New York City (Waldorf 
Astoria Hotel) 

Directors of Hospital Volunteers Insti- 
tute—May 15-17; Chicago (Black 
stone Hotel) 

Nursing Inservice Programs Institute 
May 27-28; Boston (Somerset Hotel 

Hospital Research Institute-—June 3-5 


Chicago (Shoreland Hotel) 

Hospital Organization and Hospital Plan- 
ning Institute June 6-7; Chicag 
(Shoreland Hotel 

Hospital Law Institute June 10-11 
Chicago (Edgewater Beach Hotel 

Medical Social Workers Institute—June 
10-14; Washington, D.C (Willard 
Hotel 

Hospital Personnel Administration Insti- 
tute—June 10-14; St. Louis (Coron 
ado Hotel) 


Nursing Service Administration Institute 
June 17-21; Ottawa, Canada (Cha 
teau Laurier) 
Hospital Pharmacy Institute 
8: Seattle (Olympic Hotel 
Developing the Skills of Supervising Insti- 


June 24- 


tute —— June 24-28; Chicago (Edge- 
water Beach 
Hospital Public Relations Institute—J une 


28; Cambridge (Commander H 
tel) 
Hospital Trustees Institute 


Chicago ‘Drake Hotel 


June 27-28 


Authority: handle with care 
(Continued from page 42) 


every action can be decided for 











His contacts with others in- 
side and outside the hospital, even 
through his mail, be regu- 
lated. It is evident that permission 
to use so much authority has to be 
given to the hospital staff because 
the patient’s illness frequently is 


him. 





may 










attended by such poor judgment 
that he may be in grave danger of 






harming himself or oth- 
through its state leg- 
islatures and commitment 
has granted tremendous au- 


and 


seriously 





Society, 


ers. 





our 





laws, 
thority which must cautiously 
be used and delegated. 






rationally 






The psychiatric hospital has then 






a particularly authoritarian struc- 
ture, and the patient is exposed to 
this potentially pathogenic 
stellation of 








con- 






not 
for 


forces 
rather 


emotional 
but 







few days, 





for a 






weeks or months. 






immaturity and dis- 
relationships 
problem but 
one which the psy- 
chiatric patient is to treated. 
The primary aim of the hospital 
and all its personnel should be to 
the growth 


Emotional 
torted 
not 






interpersonal 






are a subsidiary 


the 







basic for 






be 








encourage emotional 
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dents caused by static electricity. 
Simply spray or swab lightly on plas- 
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ideal for 
dust attraction on linens. Statikil 
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step 
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of the patient, to utilize only that certainly owes it to the residents the members of the medical staff, 
authority which is necessary for to give a reasonable amount of and I quote: “The staff should 
the patient’s welfare, and to de- time to their instruction. The same conduct ... at least once a month 
velop mature independence in the applies in the case of the nurses, .. meetings at which the work of 
patient. dietitians, medical record librar- the various clinical or laboratory 
ians and other professional person- services is thoroughly analyzed 
ENCOURAGING EMOTIONAL GROWTH nel. They must be _ instructed These conferences should be edu- 
It is all too easy to have an effi- through formal lectures and cational in nature and more than 
ciently run hospital which almost through demonstrations a perfunctory demonstration of 
completely blocks the  patient’s Adequate staff meetings also interesting material.’’ I remind 
growth because little opportunity must be held or the self-education you, too, that the Joint Commis- 
s provided for him to make his of the staff will lag. In its “Es- sion on Accreditation of Hospitals 
own decisions. The too quiet, sub- sentials of an Approved Intern- calls for staff meetings. 
missive patient is cause for con- ship” the American Medical Asso- The American Medical Associ- 
cern, just as the continually docile, ciation places the responsibility on ation believes that the privileges of 


perfectly mannered child may de- 





velop into a sick adult. Greater op- 
portunities must be offered pa- 


tients who show signs of growth 
ak who OW signs O row es WHAT COST 


excessive permissiveness, 
increased opportunities, when rea- EXPERT FUND RAISING COUNSEL? 
sonable, for the patient to have “ i « @ 
freedom of choice about his activ- ; , | 
oS The cost of professional fund raising counsel expert Counsel 
ities. This entails taking certain I 
calculated risks is best figured from the standpoint of the loss sustained in 
« c » ». | 
If therapy is successful. patients a capital funds program which ts unde rtaken without such counsel 
will grow so they no longer need The possible damage to public relations, the ineffective organi 
‘ ‘ity any more ‘ 1e P ' ' Be ae (Nene ; 
vuthorit, iny more than the zation of the various separate and distinct economic levels of yout 
healthy child who grows up into me. ; ' 
community, the indecision and trial-and-error approach linked 
adulthood needs to run to mother ie. 
6r father before deciding what with the average amateur campaign, the wasted time and effort, 
] 
clothes to buy, what job to take, the untouched areas of potential funds, and the lack of authorita 
or what person to marry. tive direction these are a terrible price for NOT securing 
Authority is necessary in our 
hospitals, but each individual must 


investigate his motives to be cer- 


] 
professional counsel 


If there is a capital funds need in your hospital, you can learn 


alee Weak lex te exerting rational how much can be raised, how much it will cost and how long it 
authority based on competence. ® will take by getting in touch with Lawson Associates W ithout 
cost or obligation to you, we will be happy to prepare a survey 
Hospital professional relations: and detailed financial analysis of the funds potential in your hos 
pital $ area O© Service, and to present this data In person at your! 


the physician 


a hospital at a time convenient to you 
(Continued from page 32) 


tion of the bylaws, rules and regu- ss 
Lawson Associates, Ine. 


lations of the hospital. Rockville Centre. New York 


In this connection I would like Géntlemen: 


to point out that unethical staff oan 9) tol 1/ "| yr Please prepare an analysis of our 


members definitely should be dis- : : ae Hospital’s fund raising potential. 
; are TUES, ie Please send your Brochure “When 
17571 a  - C1 Your Hospital Needs Funds.” 

Failure to do so stimulates inter- Please arrange a visit by a Law- 


ciplined by their fellow physicians. 


ference by an aroused board of a Cpresen alive i son Associates representative. 
trustees and administrators. dad aay. Es tala epi Name 

I also feel that the medical staff Outi ent Title 
has an obligation to cooperate in and a 01 Vr. Jame Hospital 
the educational activities of the 
hospital. Without the active par- 
ticipation of the medical staff, the 
education of resident physicians, 


Street 


City 


nurses and other professional per- 

sonnel are not likely to be too 

successful. LAWS&Oo;»n : As SOC IATES 
Because the resident physician ¢ 4 

relieves the attending physician of FUND RAISING COUNSEL ROCKVILLE CENTRE, N. Y¥ 

so much routine work, the latter 
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of CASTERS & WHEELS 
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heavy-duty service, you are sure to 
find in the Darnell line the exact 
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A complete new line of quality rubber 
bumpers now available - angle, doughnut 
and strip type bumpers - mean no more 
marred, ugly door facings, walls and equip- 
ment. Standard color is neutral green, but 
available in other colors on order. Easily 
installed. They pay for themselves. 


YOURS 
FREE! } 
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MANUAL 
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DOWNEY (LOS ANGELES COUNTY) CALIFORNIA 
60 WALKER STREET, NEW YORK 13, NEW YORK 
36 NORTH CLINTON STREET, CHICAGO 6, ILLINOIS 












each member of the medical staff 
must be determined on the basis 
of professional qualifications and 
demonstrated ability. We also be- 
lieve that personnel of each service 
or department shall be qualified 
by training and demonstrated 
competence, and shall be granted 
privileges commensurate with their 
individual abilities. 

Every practicing 
a duty to remain within the limits 
of the privileges granted by the 
hospital. Often he think his 
capabilities are far than 
the privileges given to him, but he 
must at all times avoid the tempta- 
tion of exceeding his authority. 

I feel that members of hospital 
staffs must develop greatly in- 
creased interest in management 
problems. Most physicians are in- 
terested solely in the welfare of 
their patients and are so dedicated 
to their welfare that they fail to 
demonstrate interest in the prob- 
lems that confront the administra- 
tion and board of trustees. This 
lack of interest engenders a simi- 
lar lack of concern by the adminis- 
trator for the welfare of the physi- 
cian and encourages exploitation. 

The American Medical Associ- 
ation believes that it is desirable 
to have staff representation on the 
governing bodies of hospitals, and 
recommended that the Joint 
Accreditation of 
such repre- 


physician has 


may 
greater 


has 
Commission on 
Hospitals encourage 
sentation. We also have urged 
medical staffs to request their 
boards of trustees to accept a medi- 
cal member even if he serves only 
as a nonvoting member. Through 
close liaison between the board of 
trustees and the medical staff each 
is aware of the problems and needs 
of the other. 

Finally, I see no reason why the 
granting and accepting of an ap- 
pointment to the medical staff 
considered as a favor 
side. Hospital 
of course, mean that 
the physician’s practice will be 
greatly benefited, but the hospital 
also cannot exist without its medi- 
cal staff. Neither the physician nor 
the hospital can work to best ad- 
vantage without the other, and so 
our common purpose should be the 
alleviation of human suffering and 
the restoration of health. The well- 
being of the patient always comes 
first, and if we allow our personal 


should be 
conferred on either 
privileges, 





interests to interfere with the per- 
formance of this duty, we become 
unworthy of the trust which is 
placed in us. 

If we do have difficulties, let’s 
and immediately 
irre- 
If we 
can- 


negotiate locally 
before the conflicts 
concilable and irreversible. 
meet in a spirit of fair play, 
dor and patience, there is seldom 
going to be a problem we cannot 
resolve to the of all 
parties concerned. 

I repeat that there is no need 
to engage in public conflict and vi- 
If we ex- 
opinions in 


become 


satisfaction 


tuperative statements. 
ideas and 
the patient, the 


change our 
a sensible manner, 
hospital and the physician are all 
going to be the beneficiaries of our 


actions. a 


How we make distributed 
purchasing work 


(Continued from page 56) 


partment heads involved in pur- 
chasing and activities find 
these responsibilities burdensome. 
The pharmacist is able to handle 
items as well as 
The chief di- 
assistant, in menu 
make effec- 


stores 


medical-surgical 
drugs and solutions. 
etitian and her 
planning and buying, 
tive use of stock records pertaining 
to the complete food stores under 
The housekeeper is 
since her other duties 
supervisory. In 


their control. 
not pressed, 
are almost entirely 
view of the size of her department, 
this means time to spare. That she 
should devote this time to a study 
specifications and avail- 
able materials is by no means in- 
A member of the office 


of needs, 


congruous. 


staff conveniently looks after 
stationery stores. Finally, and per- 
haps most importantly, the 


demands on the time of the ad- 
ministrator have not been dispro- 
portionate to the importance of the 
supply function. 

The administrative apparatus in 
the hospital is subject to many ac- 
ceptable variations. Frequently the 
organization chart is a function of 
the people involved, rather than 
the other way around. special- 
ized purchasing agent may there- 
fore have a felicitous place in some 
smaller hospitals. In the Wyoming 
County Community Hospital, how- 
the provision of staff assist- 


ever, 
ance in other directions has seemed 
profitable. . 


more 
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“card-key’’ control . . . as- 
sures private parking at all 
times for doctors and staff 
members. No other sys 
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MINIMUM 
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SAFETY—DEPEND- 
ABILITY 
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*% FLEXIBILITY— 
Variety of Controls. 
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HP*ACTHAR Gel is the most 
widely used ACTH preparation 
HP*ACTHAR Gel has the 
greatest volume of clinical 
experience 

HP*ACTHAR Gel is regarded 
as the international standard 
of potency — 


and 


has a safety record unmatched 
by any other drug of 
comparable power, scope 

and action. 


Some common indications from more 
than 100 diseases in which you can expect 
rapid effects from short-term therapy: 


Allergies, including Asthma 
Drug Sensitivities 
Penicillin Reactions 


. vials, 20 U.S.P. Units per cc. 
‘c. vials, 40 U.S.P. Units per cc. 
‘c. vials, 80 U.S.P. Units per cc. 
Also available in sterile 1 cc. B-Df car- 
tridges with B-D disposable syringes, 
40 U.S.P. Units. 
tT. M. Reg., Becton, Dickinson & Co 


HP*ACTHAR Gel is The Armour Laboratories 
Brand of Purified Repository Corticotropin(ACTH) 


*Highly Purified 
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JOHN H. HAYES think that meeting the needs of 
A man told me that 


vide one bed for his friends to sit 
on while visiting him. 
Or as a place for their overcoats 
and hats. 
x 7% -® 
Patience is a virtue. 
When patients are a trial 
Your kindly words won’t hurt you; 
And they may produce a smile. 
x kK *® 


Some people are so mean they 


if he ever others means merely getting ac- 


had to go to a hospital he would quainted with them. 


want to rent the two 


beds in a x kK 


emi-private room, so as to pro- If your employees consider you 














“. . . Now watch that corner, don’t pass that cart 
too fast, keep your eye on those swinging doors, 
and be sure everything is Lysol clean!” 








New improved 


Non-injurious 
Non-corrosive 


A little Lysol goes 
a long way... 

only 1 part Lysol 

per 100 parts of water 
is required for 

general disinfection. 


Available through 


your surgical and 
hospital supply dealer. 


® Lysol is a registered trademark 
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In the operating room, delivery room, throughout 

the entire hospital, Lysol® lives up to its reputation 

as the disinfectant for efficient, dependable action. 
When it was introduced over fifty years ago, Lysol was 
far ahead of its time. Today, refinements resulting 

from continuous research have made the 

new formula Lysol Brand Disinfectant better than ever. 


Bactericidal, fungicidal, and tuberculocidal— 

Lysol reduces the chances for cross-infection to a 
minimum. On application, it destroys all the commonly 
encountered infectious organisms almost 

immediately and, for as long as a week later, kills 

new airborne contaminants as they touch 

the disinfected surfaces. 


Hospital personnel, as well as patients, appreciate 
the added sense of security given them when Lysol is 
standard procedure for every disinfection need. 


W ould you like a brochure describing the many regular uses 
of Lysol? If you have a special disinfection problem, our 
technical staff may be able to help you solve it. For literature 
or assistance, please write. 


Lehn & Fink Professional 


PRODUCTS CORPORATION DIVISION 


445 Park Avenue, New York 22, New York 


as a co-worker it means that you 
are a good boss. 
x *&* *& 

One of the oldest forms of So- 
cial Security—still practiced—con- 
sisted merely of a wedding to the 
boss's daughter. 

And for generations wives took 
a large withholding tax out of 
Dad's Saturday night pay en- 
velope. 

x & * 

If, as they say, love is uplifting, 
why do they say that people fall 
into it? 

x * * 

Hospitals are experimenting now 
with having outside firms take care 
of their meal services or their 
housekeeping. Many use laundries 
outside the hospital. 

Now if we could only get an out- 
side organization to provide nurs- 
ing services everything would be 
hotsy-totsy. 

x * * 

I never can remember my size 
of shoes, shirts or sox; and yet my 
relatives are annoyed because I do 
not remember their birthdays 

xk & ® 

The fellow who says, “I never 
make mistakes,” makes one every 
time he says it. 

x * * 

A great fear of many parents is 
that their children might become 
frustrated. The best ‘“frustrator” 
of other days was Dad’s razor 
strop. Dad now uses a safety or 
electric razor. 

Maybe Dad’s shaving methods 
have had something to do with to- 
day’s juvenile delinquency 

x *&* * 

A really tough job is that of 
trying to find an article in a 5 
and 10 cent store that sells for a 
nickle. 

~*~ * * 

Lots of people retire from hard 
work early in life; but continue to 
be paid because the boss does not 
catch them at it. 

x~ * * 

It has been said that poverty is 
merely a matter of comparison. I 
can remember when the best house 
in town was valued at $10,000; 
and it was occupied by the richest 
man 

There are many Communities to- 
day where you can find a $10,000 
house only on the wrong side of 
the railroad tracks. 
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1. With I.A.C. rooms, acoustical performance and final results 

are known in the planning stage. 

2. 1.A.C. rooms are designed by acoustical engineers and are 

backed by years of research and known results in hundreds 

of existing installations. 

3. With I.A.C. rooms you can be confident of obtaining required 

performance at a known price (no extra costs are involved be- 

cause the rooms are completely equipped with necessary instru- 

ment and electrical fittings. ) 

4. With I.A.C. rooms you will save from 14 to 4 of the cost and 
) 3 2 

yet obtain better results. 

5. I.A.C. rooms are constructed for ease of disassembly and re- 


assembly without loss of attenuation characteristics, thus guard- 
ing against any loss of your investment due to relocation. 


Some applications for 1.A.C. rooms 
®@ Clinical Examination 
@ Pure-tone testing 
@ Bone conduction 


there are at least 


10 good 


REASONS 
WHY you 


must 
select 


THE SERIES "1200" CHINICH 
AUDIOWETRIC BXAMINATION 


6. Conventionally designed audiometric rooms do net provide 
guaranteed acoustical performance. 


7. In conventionally designed audiometric rooms one error or 
oversight in construction may affect acoustical performance. 


8. W ith a conventional audiometric room you are experimenting 
with hard fought for funds with no positive assurance that you 
will get required performance. 


9. You will be spending almost twice as much money for a con- 
ventional audiometric room with uncertain results. 


10. Conventionally built audiometric rooms make impossible 
future relocation and expansion needed to meet rapidly changing 
conditions. 


@ Neurological research 
@ Psychogalvanometry @ Research of Heart Sounds 
@ Medical research and Auscultation 
@ Psychophysical testing @ Industrial screening 


For complete details send for Bulletin AT-32-1200. Information 
is also available on the ‘'200” and ‘‘400” series and on rooms 
designed fo meet individual requirements. 


INDUSTRIAL ACOUSTICS COMPANY, INC. 


Specialists in Noise and Pulsation Control 


341 Jackson Avenue - New York 54,N.Y. + CYpress 2-0180 
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Classifications; Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 


cLasfFEDVERTISING 


OPERATING ROOM CLINICAL INSTRUC- 


POSITIONS OPEN TOR: newly modernized operating room 


268 bed hospital. 14%, hours from New York 





tions Open; 7—Miscellaneous. 

Transient Rate; Twenty-five cents 
a word; minimum charge $3.50 per 
insertion. 


Graduate, salary 


ASSOCIATE MEDICAL DIRECTOR, 100 
bed tuberculosis hospital, North American 
$8500-$9500, complete 
Medical Director & ary $400. Address HOSPITALS, Box H-2 


maintenance, apply ‘ 
Superintendent, District One Tuberculosis 


City. Diploma school. 40 hours a week 
Good personnel policies. Experience in 
operating room. Teaching and degree in 
nursing education preferred. Starting sal- 


Hospital, Madisonville, Kentucky, or State ; —_ — 


INSTRUCTION 


Medical Laboratory Technicians and X-Ray 
Technicians graduated from our school are 
trained in theory and techniques and can 
assume full responsible duties. We offer 





credited hospital 


an internship program that has helped 

many hospitals to obtain competent tech- range $3,588-4,428 

nicians at reasonable wage Carnegie In- 

stitute, Inc.. 4707 Euclid, Cleveland 3, Ohio Address HOSPITALS, Box H-8. 
and 65 Anderson Street, Boston, Mass- 


achusetts 








Foley Hydraulic Genital-Urinary operating | nel policies—40 
table; used. Contact Purchasing Depart- | 

ment, Michael Reese Hospital, 2900 Ellis, | 
Chicago, Illinois | 


100 


Tuberculosis Hospital 
State Office Building, Frankfort, Kentucky. 


DIETITIAN: Modern kitchen, 74 employ- polio respirator cente! 
ees, liberal food budget, 600 bed fully ac- 
No nursing school. So- 
cial security and state retirement. Salary 
Liberal annual and sick 
leave privileges. Member A.D.A. preferred. 


CLINICAL INSTRUCTOR IN OBSTET- 
FOR SALE RICS: for diploma school of nursing. leave, as needed—after 

Newly modernized obstetrical unit. 75 
miles from New York City. Good person- 
hour week. Experience 
in teaching obstetrics and degree in nurs- 
ing education preferred, Starting salary 15400 
$400. Address HOSPITALS Box G-99. fornia. 





Commission, New 
Needed for Fairmont Hospital of Alameda 
County, California STAFF NURSES—$306- 
$356 per mo. Several vacancies in the post- 
previous experi- 
ence in this field not required but taught 
on the job. 2 HEAD NURSES II—$356-$414 
per mo. 2 SUPERVISING NURSES—$394- 
$459 per mo. One for Med. wards, 1 psy- 
chiatric custodial. Personnel policies ap- 
plying to all 40-hour, 5-day week 
Differential afternoon or night work. Uni- 
forms laundered without charge. Vacation 
—1l working days a year after six months 
and 15 working days after five years. Sick 
6 mos., up to 11 
working days; after 1 year, up to 22 work- 
ing days per year; after 5 years up to 44 
working days. Apply Director of Nurses, 
Fairmont Hospital of Alameda County, 
Foothill Blvd., San Leandro, Cali- 








HOSPITALS, J.A.H.A. 



















INSTRUCTOR IN CLINICAL NURSING bds; MW (h) Credit Mgr; 400 bd tchg 
POSITIONS OPEN FOR DIPLOMA SCHOOL OF NURSING: hosp; report dir to comptr | New England. 
of approximately 90 students. Good per- i) Pe rsonnel coordinator, 7 hosps 37,000; 
sonnel policies—40 hour week. Experience SE ) Pers ai ir; 400 i, med sc a affil 
INSTRUCTOR FOR NURSES’ AIDES: Gen- in teaching and degree in nursing educa- JCi hosp; ige city , (k) Pers dir; 
eral Hospital treating men, women and tion preferred. Starting salary $400. Ad- male: 400 bd tchg hosp; $6500; Central 
children. 128 adult and pediatric beds plus dress HOSPITALS, Box H-1 Pers mgr; JCAH, vol te hosp; 10 
24 bassinets. 40-hour week. Salary open. expnd’g 325 bds; So. I Pers dir; 
Apply Director, Woman's nn 1940 _ _ bds, expndg to 350; coll twn; Mich 
East 101 St. Cleveland 6, Oh Pers d JCAH: 300 bds: Pac NW. (0) 
_— — ————_——_—_——— Pers dit to estab dept & control purchases; 


: i xd hosp r to 250 Pa ) 
SUPERINTENDENT OF NURSES: 150 bed OUR 61 st YEAR paren r air . ke ad pt “8 rele nd s fu we 
General Hospital fully approved by Joint ’ Sn any Tol theses SANK eek eae anaes Dace 
Commission on Accreditation. Metropoli- e * aoe ta} Puremesine 960 ba, JC sO geet 
tan area, Northeast Ohio. Suitable experi- ; “ ac ag oho nigel edict ptr ag A 
ence required. No training school. Salary . Nosy wie Seah oe "ial ata . 
open. Address HOSPITALS, Box G-59. i lool Parsonned Bureau ae ee eer re 
iy es Semele ee ; FORMERLY AZNOE'S ‘S ‘en hosp 2 ds 
LIBRARIAN, MEDICAL RECORD—Regis- . ANESTHETISTS: (a) Gen hosp 2 
tered. To assume charge of record room. aw ‘ 3rd floors185 N.WABASH AVE. li nyt ae Ca (ik Fully a ev'd vol get 
135 bed general hospital, 40 hours—salary \e CHICAGO®s 1 Sat ah Naas Ssinoe indie Ck fal 
open. Contact Miss G. A. Cooper, Woman's we ® ANN WOODWARD * Ditectol. re Gta ADIEKE “a aR aon — Sannn avy 
Hospital, Cleveland, Ohio. — ee ee eee oe “tare Of 9 
Sn —___—__—— ADMINISTRATORS: (aa) general hosp cal ue home Oe bds: to $6000: bone Es 
ASSISTANT MEDICAL RECORD LIBRAR- fully apprv’d 550 bds: $18-$20,000 ge sort area; twn 20,000, SE 
IAN—650 bed general hospital. I.B.M., Ter- city. mid E, (a) JCAH Vol hosp, 22% 
minal Digit and Soundex Procedures bds; shld be exper in_ pub relations DIETITIANS: (a) Chief; full r sp f r dept, 
Opportunity for woman with initiative expansion program; lge twn; N-Central 100-bd vol gen hosp pit E. (b) 
40 hour week. Beginning salary: registered (b) Med; very lge tchg hosp; ex ee By st dept pub welfare for 2" san; SW 
$4495, unregistered $4200. Increases merited well staffed fac Lk, coop Board  epts state. (c) Admi t > d to 
Social Security, three weeks vacation, and standing man coll twn, 160,000. (c) phe ts compl new hsp bldg n; 230-bd facil; to 
liberal sick leave policies. Apply Person- tary fully apprvd hosp, 390 bds exc ne $5500 von 
nel Director, Harper Hospital, Detroit 1 prog; outstanding facil; $ 8-20,000; coll 
Michigan twn, 175,000; NE Central 240 bd JCAH 7 TIIReES 
hosp; vicinity San Francisc¢ e) Med or DIREC SOR Legian 
REGISTERED LABORATORY TECHNI- 4eligh rm beg “4 ee) 150 hos gf erodl ‘apr 
CIAN—Male or female. Small general hos- $10.000 (a) I ge size hosp, Centr: ) Amer- 
pital near Cleveland, Ohio. Salary open rae seca , spices outstand’g ] 
Address HOSPITALS, Box H-10 Excel facil: 325 bds: staffed by 
a5 ity; $20-25,000. (i) Vol, JCAH 
ANESTHETIST—Member of AANA; 109 . endowed; lge city, imy 
bed hospital non-profit general Not ‘ntr: I /. (j) With yr’s hosp res 
responsible for obstetrical anesthetics host $6-7000 » (k) 60 bd 
Position open about February first. Ad- hosp opened 
dress HOSPITALS, Box H-11 attrac twn nr lge 














—— hosp to open I 
= —— ” r Ag > wee ; So. Cal. (m) To su rvi plans for I 

REGISTERED LABORATORY TECHNI- struction and licensing of hosps F i EDU Cc —— AL DIRECTORS a) 
New hosp, 60 beds; planning stag So ly ay very lge gen hos} 
Calif. (0) 125 bed hosp, fairly nev calif $5 i iniv, | juc ctr West. (b) 





CIAN for 109 bed, non-profit, general hos- 

pital; five-day week, alternate call duty 

Address HOSPITALS; Box H-12 * } : i - 
(p) 75 bd hosp; mature, exp'd 

——_—_—_—_—_—_—_—_—————— ssn _ relations ability; twn 15,000, Vi 

RECORD LIBRARIAN Registered. For Bus Mgr; long est; 8 man 

new 300-bed hospital. Full charge in set- r) Bus Mgr; supervise 

ting up new installation. Located 30 min- man, 50 beds; Cal 

utes from New York City. Write stating 12 men, est 4 

education and exnerience. Address HOS- Statistics; ne 

PITALS, Box H-13 $11,000 plus mn! 

Gir rehabilitation program, 7 hosps; repors EXECUTIVE HOUSEKEEPERS: 

tiie " direct to ext -ommit 1eW ige stati of 100 in busy dept, 

DIRECTOR OF DIETETICS in a 450 bed univ city, MW ot ean, ok . hh 

voluntary teaching general hospital. Ex- , ot Bap “MW 

perience required preferably in large in- ADMINISTRATORS-WOMEN 1) R.N. o1 “ip nascl 

stitution with large diabetic service and non-med; new hsp to 1 rly ‘5 +e 100.000: 

employees cafeteria. Medical staff made bd gen facil; resort « ed ond 

up of specialists in the citv; school of non-med; Eastern appl only: vol gen h pond agers E 

nursing with over 200 students: active 35 bds, apprv’d JCAH; $5-6000 1 NE ann bd« 

House Staff program. Staff of 8 dietitians comm, (c) R.N. or non-med; 70-bd gen Nw. 

Salary open. Apply Administrator, Good hosp. apprv’d, excel med staff es 

Samaritan sincsieanla Portland 10, Oregon 6000 nr univ med ctr; MW 


sian cinasinanae teas iain — non-med; gen hosp 65 bds; $6-7500; lovely 


PEDIATRIC CLINICAL INSTRUCTOR: twn; SE U 
for diploma school of nursing. Pediatric SSISTANT ADMIN (a) lge size hosp ee A 
unit approximately 20 beds. 1% hours from Prey ~ lg Carib <A n se . Liye) Mak erie 
New York City. 40 hour week. Good per- See te mami Pens ciate. ata > C 

sonnel policies. Experience in teaching in (b) Vol hosp, car “ %. ne —" ) Vol Re. Deematen Sacer renaees 
pediatrics and degree in nursing educa- ig a R.A 5 yp — eee rie = Ses ite 
tion preferred. Starting salary $400. Ad- ~ : : TB hosp lge size: Calif 900 North Michigan Ave 


es SpTT / a bos ‘ Detroit. (d) JCAH 
dress HOSPITALS, Box H-3 (e) Complete chrge all non-med functions, 
a ee erate 350 bd hosp; Westcoast. (f) Dir volunteer 
CLINICAL INSTRUCTOR PEDIATRIC servs; tchg hosp, 800 bds; one of finest in Chicago 11, Illinois 
NURSING: degree and experience in nurs- South. (g) 800 bd tchg hosp; $7500-; Ige 
ing of children required. School of Nursing city; univ med centr; Mideast. (h) Only vol 
fully accredited. 650-bed non-profit hospi- hosp in county; 100 bds; expansion prog; ADMINISTRATORS 
tal located in industrial city (population E. (i) MHA degree; 120 bd mod hosp; nr ipon con tior 
300.000.) 49-hour week: paid vacations: lib- Chgo Med size hosp; twn w/lge drwg 
eral benefits. Write Director of Nursing, 5 
Miami Valley Hospital, Dayton 9, Ohio. em en 

—_---- —— nine Se ap ASSISTANTS: (a) 400 
i tchg hosp; twn 500,000; MW b) 

pref'd; qual in Acctng; small \ 
lif (c) Two genl hosps; 550 bds beds: univ ity MW 








REGISTERED NURSE ANESTHETIST 50 
bed new modern hospital. Pleasant work- 
ing conditions, good personnel policies , ae ’ , 9 
Adequate provision for week-ends and a ac a Bsn wees hahaa . gle 2 at ‘G ‘ 
days off. Two weeks paid vacation at end vee — tad eae oleae Oc 4 a \ S78 a g) Gen 50-bed 
of year. Salary open. Write HOSPITALS, 5 yrs hosp exper, Wash sear he ‘ gran mall town, neal 


i r« sp; $9,000 increases; must be adu ‘ : | : - 
Box H-6. State e ¢ F x- bd hosp; $ : fn $800 h) Hosp. « 
perience. , age, training and ex ate of HA schl; MW. (f) Genl corp hosp, , $7000-8000 


-<ete 150 bds; NYC. (g) New 325 bd hosp; lge s 2 yrs ext req 

‘itv: So (h : 2d A: el oppo . . y oo 
SCIENCE INSTRUCTOR FOR DIPLOMA | ‘ity: South. (h) Yng: deg “$5400, Calif. i) hosp., JCAH; foreign 
SCHOOL OF NURSING: approximately 90 250 bd JCAH vol hosp; nr Chgo . eS 
students. 75 miles from New York City. 0 i ; ly Heda Pe aes 
40 hour week. Good personnel policies. Ex- ADMINISTRATIVE POSTS: (aa) Account- H Ry : wart Se Fe = 
perience in teaching in science and degree ant: chge of ofc force, acentg, purchases; 1) As “ag May at Phipps dacs ico 
in nursing education preferred. Starting qual serv as acting adm where adm absent $1500-$8000 E. mann Aree ys gata’ ‘ar 
salary $400. Address HOSPITALS, Box new 75 bd hosp: to $5000: resort twn on RTW ean lake RN: 10-bed , AB 
H-4 coast. Fla. (a) Bus Mgr; handle & eee hts "onan Hl 1 
Se la ae aaa — — vise all bus de tails; 120 bd hosp, € xpnc gs; P st - ” 
LIBRARIAN: REGISTERED MEDICAL $6,000; Chgo suburb. (b) Bus Mgr to assist - ) tag sal 
RECORDS LIBRARIAN to head depart- comptr; 150 bds; NJ. (c) Con ptroller; cred ANESTHETISTS Percen age or sa ; 
ment. Also, opening for assistant to chief & coll; full chge; 175 bds; twn 50,000; Fla 3, nae OPE: 
of department. in accredited hospital of (d) Ass’t Comptroller; 250 bds; Bay area is. resort area. (b) indus. ciinte: copper 
296 beds and 36 bassinetts. 40 hour week Calif. (e) Asst Comptroller; 300 bds; JCAH tdetuget SO : St af 
and salary open. Apply to Administrator, will — = ee a IV ba god epee cA AP as phen “be pages R: nan ted 
The Williamspo »spital, Williamspor (f) Comptr-BusMgr; 200 bds; Ohio (g 2 UNGEF MD, BIE COR One Sirs One 
Puavtennin.” ——— —- Admission dir & credit mgr; univ hosp; 400 he univ r, S; $6600. (d) Staff; outside 


nployee golf, tennis; foot- 
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cLassmODVERTISING 
POSITIONS OPEN 


MEDICAL BUREAU—(Cont'd) 





fastest growing inst; English-speaking 


initiative important 
English-speaking 


, school and service, 300 
well integrated school; 


EXECUTIVE HOUSEKEEPER 


commensurate quals 


Engineer, laundry mgr, personnel dir; new 


countant to serve as consultant 


tion chief within yr; 


American-owned 


personnel policies ap- 


RECORD LIBRARIANS 


Take complete charge 


for hosp’s entire 


PROFESSIONAL PLACEMENTS 


432 North Lemon Avenue 


Free counseling 
ested in medical placements in the West- 
ern states. Listings and inquiries are con- 
istration fees. Licensed by 








ASSOCIATE DIRECTOR OF NURSING: 
650 bed general hospital located in indus- 
trial city (300,000 population.) All new fa- 
cilities-hospital opened in 1954. Experience 
required. Masters degree in Nursing Serv- 
ice Administration preferred. Write Direc- 
tor of Nursing, Miami Valley Hospital, 
Dayton 9, Ohio. 


ADMINISTRATOR or BUSINESS MAN- 
AGER: experience necessary, salary open, 
50-bed general hospital, Milwaukee area 
Address HOSPITALS, Box G-97. 


ASSISTANT DIRECTOR OF NURSING 
SERVICE: 650 bed general hospital located 
in industrial city (300,000 population.) Pri- 
mary responsibility to plan and supervise 
in service program, Experience and prepa- 
ration in Nursing Service Administration 
desirable, Write Director of Nursing, Mi- 
ami Valley Hospital, Dayton 9, Ohio. 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shay, Director 


EXECUTIVE PERSONNEL: (a) Adminis- 
trative Assistant. California. 100-bed hos- 
pital $5400. (b) Assistant Administrator. 
250 bed hospital near Chicago. (c) Admin- 
istrative Assistant. Middle West. Primary 
duties; supervision of hospital buildings. 
$5500. (d) Assistant Administrator. East. 
Large hospital. College degree plus 2 years 
hospital experience. To $8100. (e) Person- 
nel and Public Relations Director. West 
Coast. 450 bed hospital. (f) Personnel Di- 
rector. California. Require college degree 
with major in industrial relations, psy- 
chology or business administration. To 
$7200. (g) Credit Manager. California. 440 
bed hospital. (h) Personnel Director. East 
Man or woman. 250 bed hospital. (i) Per- 
sonnel Relations Officer. Southwest. 350 
bed hospital. 650 employees. (j) Purchas- 
ing Agent. Middle West. 450 bed hospital. 
Require good hospital purchasing experl- 
ence. (k) Business Manager. Florida. 75- 
bed hospital-new. Duties: office manage- 
ment, accounting, some purchasing; to 
$5400 


NURSE-ADMINISTRATIVE ASSISTANT: 
West. Large hospital. Primary duties; su- 
pervision of institutional services. Excel- 
lent opportunity. To $7200 


EXECUTIVE HOUSEKEEPERS: (a) Pa- 
cific Northwest. 425 bed hospital in city of 
75,000. (b) Man. South. 400 bed hospital 
36 employees in dept Good salary plus 
complete maintenance for family (c) 
Near Washington, D. C. 200 bed ultra mod- 
ern hospital; completely air conditioned 
(d) East. Large hospital. Require 5 years 
institutional housekeeping experience 2 
years as executive. To $7100. (e) South- 
west. 300 bed hospital in process of expan- 
sion. 50 employes in department. $6000 


NOTE: We can secure for you the position 
you want in the hospital field, in 
the locality you prefer. Write for 
an application a posteard will 
do. All negotiations strictly con- 
fidential. 





HOSPITAL PERSONNEL BUREAU 
220 E. Lexington St., 


Baltimore 2, Maryland 


Administrators, Physicians, Nurses, Tech- 
nicians, Dietitians, Librarians, and other 
categories. Mail resume, photo. No regis- 
tration fee. Mr. Cotter, Licensed Employ- 
ment Agent. LE 9-5029, Res. RI 7-3356. 





POSITIONS WANTED 





HOSPITAL ADMINISTRATOR — Familiar 
all phases building, staffing, equipping, and 
operating hospitals. Age 40, married, Prot- 
estant, Member ACHA. Write HOSPI- 
TALS, Box G-94. 











OUR 61st YEAR 


Wo YANO 


/ ») 

/ / 4 
ferlical Ferhonnel ‘Bureau 
FORMERLY ATNOE 
3rd flonre18s N.WABASHI AVE. 

CHICAGO®? 1 
*® ANN WOODWARD ¢ Ditectolr 





ADMINISTRATION: B.S. (bus.adm.) M.S 
(hosp adm) 5 yrs, hosp acctn’g, ofc & 
cred mgr, 150 bd hosp; 18 mo, asst dir, 
1000 bd tchg hosp; any locality; early 30's; 
Nominee ACHA. 

ADMINISTRATOR: R.N.; 10 yrs exper 
adm, sev’l smaller hosps; seeks hosps, 75 
bds up; midwest only; Member ACHA,; ref 
unit in excel commendations 


ASSISTANT ADMINISTRATOR: B.S. (bus 
adm); MS (hosp adm); yrs res, 600 bd 
hosp; 3 yrs, exper as asst adm then adm, 
450 bd hosp; consider asstshp, univ affil 
hosp very lge size; any locality; middle 
30’s; excel ref; nominee ACHA 


ASSISTANT ADMINISTRATOR: R.N., B.S 
(bus adm); sev yrs, ass’t adm, 300 bd tchg 
hosp; seeks hosp 500 bds up; placed by us 
in present pos; recommend without reser- 
vation; prefers East, consider other north- 
ern localities; member ACHA 


ANESTHESIOLOGIST: 6 yrs, ass’t anes, 
lge univ hosp; seeks chiefshp, lge hosp, 
any locality; exceptionally well trnd all 
phases, anes; Dipl 


CLINIC MANAGER: BS. (bus adm); M.S 
(hosp adm); 72 yrs hosp exper includ’g 
yrs hosp adm res, 18 mo ass’t adm, 1000 
bd tchg hosp; seeks lge, estab grp-cl; any 
locality; early 30’s; nominee ACHA. 


COMPTROLLER: 3 yrs, accountant, 400 
bd hosp; 5 yr’s comptr, 175 bd hosp; seeks 
larger hosp w /greater responsibilities; late 
30’s; member AAHA 


DIRECTOR OF NURSES: B.S. (Psy); M.S 
(nursing Adm); 4 yrs, anes; 3 yrs, re- 
search asst, univ hosp schl; 2 yrs, asst 
dir, nursing service; seeks dir of nursing 
ser, hosp w/out sch or if sch where services 
& ed are separate; 200-300 bds; midwest 
only; age 35; single 


PATHOLOGIST: M.D., Iowa; A.O.A; 4 yrs 
gen pract before specializing; completg 
4 yrs res, path May’57; req’s twn with 
Catholic schls, 7500-100,000 pop; prefs 
Minn, Wisc, Dakotas, Mich, Iowa; min 
$15,000; early 30's. 


PATHOLOGIST: 1 yr, chief, lab se 350 
bd tchg hosp; 3 yrs tchg, path, yrs, 
asst path, 1000 bd univ med centr; excep- 
tionally qual & inter’d hematology, derm 
& GI path; recommended as able super- 
visor w/broad backgrnd & sound judge- 
ment; early 30’s; Dipl, CP; PA 


RADIOLOGIST M.S. (rad); 6 yrs, chief 
rad, 700 bd tchg hosp; Dipl, diagnosis 
therapy, well qual isotopes 


.r, 
2 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave 


Chicago 11, Illinois 


ADMINISTRATOR; M.H.A. (Hosp. Adm); 
4 yrs, assoc. dir., tch’g hosp., assisting in 
bldg. prog. increasing capacity from 200 


to 400; 5 yrs, dir., 225-bed hosp. 
ADMINISTRATOR; R.N; BS., Nursing; 
M.P.H. (Hosp. Adm.); 3 yrs. ass’t adm 
400-bed gen. hosp. 
ANESTHESIOLOGIST; Diplomate; 8 yrs, 
priv. pract., dir. dept, 200-bed hosp. 
FOOD SUPERVISOR; B.S. (Major: Hotel 
& Restaurant Management); excell. exp 
PATHOLOGIST; M.S. (Path); Diplomate 
(Path. Anatomy, Clin. Path); 8 yrs, dir 
path., 250-bed hosp 

PERSONNEL DIRECTOR; AB; grad. train- 
ing, personnel management; 6 yrs, pers 
dir., lge gen. hosp. 

PURCHASING DIRECTOR B.S., state 
univ; 11 yrs, purchasing dir., lge tch'g 
hosp. 

RADIOLOGIST; univ. hosp. training in 
rad; grad. training, isotopes; 6 yrs, dir 
dept, 250-bed hosp; Dipl. 
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with 
one 


hand. - 


eo} d-1el-1~ more) ahdge) mo}mnalelro male), 


new F ae -TRO Ss PA ETaale) 


now available exclusively on PLEXITRON® 


_ Expendable Administration Sets 


Newly designed clamp permits easy, accurate, one-handed 
control of fluid flow. Free-gliding wheel moves easily along 
tubing...adjusts accurately to any desired rate of flow. 


Clamp comes attached to tubing...can’t be lost. 


TODAY. AS 25 YEARS AGO, PIONEERING PARENTERALS 


BAXTER LABORATORIES, INC. 


MORTON GROVE, ILLINOIS 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES e EVANSTON, ILLINOIS 





SQUARE DRESSING S 


@ The new American ‘57 Square 
Sterilizers are research-designed 
to meet the most exacting of hos- 
pital needs...for today, tomorrow 
and the forseeable future. 

Because of their functional 
operating features these new 
sterilizers assure: 


For complete details 
request bulletin C-162 

















Greater production of 
sterilized supplies. 

More rigidly maintained 
techniques. 


Significant savings in staff 
and supervisory time. 
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TERILIZERS 


| 


Made, in the American 
tradition, for long, dependable 
service, the‘57 Square Sterilizers 
reflect the accumulated skills of 
sixty years of thoughtful and 


continuing research. 


STERILIZER 


ERIE* PENNSYLVANIA 





